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PECUIDERNO. 1-1 132S HARDIN COUNTY GENERAl, HOSPITAL
PERIOD FROM 14.11 2207 CC 03’31’2

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT

CERTIFICATION ADD SETTLEMENT SUMMARY

INTERMEDIARY [ I AUDITED DATE RECEIVED

________

USE ONLY: I ] DESK REVIEWED INTERMEDIARY NO.

PAFT I CEPTIFIDATION

CHECK XX ELECTRONICALLY FILED COST REPORT LATE: 08 20 2008

APPLICABLE BOX MANUALLY SUBMITTED COST REPORT TIME: 19

MISREPRESENTATION CR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHAELE BR UNIMINAL, CIVIL

AND .ANMIRASIRATI’E ACTION, FINE AND OR IMPRISONMENT UNDER FDE8AL LAW. FUATHERMORE, IF EERVICCS IDENTIFIED IN THIS REPORT

NEPE PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OP INCIRECTLV CF A POCEBACK ,E WHERE OTHERWISE ILLEGAL, CRIMINAL

CIVIL AGO ADMINISTRATIVE ACTION FIRES AND CR IMPRISONMENT MAY PESULT.

CEFTII’ICATION BY OFFICER CR ADMINISTRATOR OF PROVCER S

I HEREBY CERTIFY THAT I HAVE READ TIlE ABOVE STATEMEN” AND THAT I HAVE EXAMINEO THE ACCOMPANYING ELECTRONICALLY FILED

DR MANUALLY SUBMITTED POST REPORT AND THE BAlANCE SHEE” AND STATEMENT OF REVENUE AND EXPENSES PREPAREO BY

HAPDIN C,UNCY GEI:ERAL POSPITAL 4 PROVIDER NAME S AOL DUMBER S FOR THE COST REPORTING PERIOL

BEGINNING 04I’IIII AND ENOIIIG 2 .1/2IC8, AND THAT TO THE BEST OF MY IBIOWLEDGE AND BELIEF, IT IS A TRUE, CORRECT AND

COMPLETE STATEMENT PREPARED FPCM THE BOOKS AND RECORDS CF THE PROVIDER IN ACCCROANCE WITH APPLICABLE INSTRUCTIONS, EXCEPT

AS NOTED. I ICATHER CERTIFY THAT I AM FAMILIAR WITH THE LAWS AND REGULATICNS REGARDING THE PROVISION OF HEALTH CANE

SERVICES AND HAT THE SERVICES IDENTIFIED IN THIS COST REPORT HERE PROVIDED IN COMPLIANCE WITH SUCH LAWS AND REGULATIONS.

BCE Encryption: 08/20/2018 09:19 SIGNED

_________________________________________________

CL6U2S95THS6SW3OXEFOWM3Hb94BSO OFFICER OR AOMINISIRATOR OF PROVIDER S

DF8eNOV 3cFmZtEtnDYu2UIZIjioBH
1WIQI?9HrIOimHEq

____________________________________________________

TITLE

P1 EncryptIon: 08/20/2008 09:19

M7TQ3P7 .3QV73TVILA1bEB0yJaYOO

_________________________________________________

u4 I5XIHOGB1GR.GzZmc933ZQrn9P86O DATE

VS. IqpPO20sSDtQ
PANT II SETTLEMENT SUMMARY

TITLE XIX

1 HOSPITAL 471533

2 SUBPROVICER 1 2

3 SWING BED ENF 2680 3

4 SWING BED NF 4

B SKILLED NURSING FACILITY 5

6 NURSING FACILITY 6

7 HOME HEALTH AGENCY 7

8 OUTPATIENT RENABIL:TATIGN PROVIDER 8

9 RURAL HEALTH CLINIC I 111598 9

101 TOTAL 45957 110547 471533 100

THE ABOVE AMOUNTS REPRESENT ‘DUE TO’ OR ‘DUE FROM’ THE APPLICABLE PPOGRAN FOR THE ELEMENT OF THE ABOVE COMPLEX INDICATED.

ACCORDING TO THE PAPERWORK REDUCTION ACT OF 1995 NO PERSONS ARE REQUIRED TO RESPOND TO A COLLECTION OF INFORMATION UNLESS IT

DISPLAYS A VALID OMO CONTROL NUMBER. THE VALID 0MB CONTROL NUMBER FOR THIS INFORMATION COLLECTION IS 0938 0150. THE TIME REQUIRED

TO COMPLI THIS INFORMATION COLLECTION IS ESTIMATED 657 HOURS PEP RESPONSE, INCLUDING THE TIME TO REVIEW INSTRUCTIONS, SEARCH

EXISTING PESOURCES, GATHER THE DATA NEEDED, AND COMPLETE AND PEVIEM THE INFORMATION COLLECTION. IF YOU HAVE ANY COMMENTS CONCERNING

THE ACCURACY OF THE TIME ESTIMATE 5’ OR SUGGESTIONS FOR IMPROVING THIS FORM, PLEASE WPITE TO: HEALTH CARE FINANCING ADMINISTRATION,

7501 SECURITY BOULEVARD, N214 26, BALTIMORE, MARYLAND 21244 1850, AND TO THE OFFICE OF THE INFORMATION AND REGULATORY AFFAIRS,

OFFICE OF MANAGEMENT AND BUDGET, MASHINGTOII, D.C. 21903.

OPTIMIZEP SYSTEMS, ONC. XIN LASH MICED SYSTEM VERSION: 2018.05

IN LIEU CF FORM CMS 2552 96 11,98 08.21/2018 19:19

WORKSHEET S
PAF”S I 8, II

_________

INItIAL
9’INAL

I RE OPENING

I MCR CODE

TITLE V TITLE XVIII
PART A

4327

PART B



2 hOSPITAL RARDLN COUNTI GENERAL HOSPITA 14 1328

3 SUBPROV:DER I

4 SEING BEDS NF HARDIN COUNTY SWING BED 14 Z328

S SWING BEDS NP

8 HOSPITAL BASED SNF

-‘ HOSPITAL BASED NP

8 HOSPITAL BASED OLTC

9 RASPITAL BASED NRA

Il SEPARATELY CERTIFIED ARC

12 HOSPITAL-BASED HOSPICE

14 HCSP BASED RHO HARDIN COUNTY RHO 14-34’S

IS OUTPATIENT REHAB:LITA-rION FRDVID

16 RENAL DIALYSIS

COST REPORTING PEP:OD MM/DO, YYYY

18 TYPE OF CONTROL

TYPE OF HOSPITAL/SUBPROVIDER
19 HOSPITAL
20 SUBPROVIDER I

OTHER INFORMATION
21 INDICATE IF YOUR HOSPITAL IS EITHER 1 URBAN OR 2 RURAL AT THE END OF THE

COST REPDRTING PERIOD IN COLUMN 1. IF YOUR HOSPITAL IS GEOGRAPHICALLY CLASSIFIED

OR LOCATED IN A RURAL AREA, IS YOU? BED SIZE IN ACCORDANCE WITH OFR 42 412.105

LESS THAN DR EQUAL TO 100 BEDS, ENTER IN COLUMN 2 ‘Y’ FOR YES CR ‘N’ FOR NO.

2101 DOES YOUR FACILITY QUALIFY AND IS CURRENTLY RECEICTNG PAYMENT FOR

DISPROPORTIONATE SHARE IN ACCORDANCE WITH 42 CFR 412.106?

21.02 HAS YOUR FACILITY RECEIVED GEOGRAPHIC RECLASSIFICATION? ENTER Y’ FOR YES

AND ‘N’ FOR ND. IF YES, REPORT IN COLUMN 2 THE EFFECTIVE DATE.

21.03 ENTER IN COLUMN 1 YOUR GEOGRAPHIC LOCATION EITHER 1. URBAN 2 RURAL. IF YOU ALSWSRED 2

URBAN IN COLUMN 1 INDICATE IF YOU RECEIVED EITHER A RAGE OR STANDARD GEOGRAPHIC

RECLASSIFICATION TO A RURAL LOCATION, ENTER IN COLUMN 2 ‘Y’ AND ‘N’ FOR NO. IF COLUMN 2

IS YES, ENTER IN COLUMN 3 THE EFFECTIVE DATE mrn/dd/yyyv ‘SEE INSTRUCTION’ - DOES YOUR

FACILITY CONTAIN 100 OR FEWER BEDS IN ACCORDANCE WITH 42 CFR 412.109? ENTER IN COLUMN 4

‘Y’ FOR YES AND N FOR ND. ENTER IN COLUMN 5 THE PROVIDERS ACTUAL MSA OR CBSA.

21.04 FOR STANDARD GEOGRAPHIC RECLASSIFICATION (NOT WAGS , WHAT IS YOUR STATUS AT THE BEGINNING

OF THE COST REPORTING PERIOD. ENTER 1 URBAN AND 2) RURAL.

21.05 FOR STANDARD GEOGRAPHIC RECLASSIFICATION NOT WAGE , WHAT IS YOUR STATUS AT THE END OF THE

COST REPORTING PERIOD. ENTER 1) URBAN AND (2 RURAL.

21.06 DOES THIS HOSPITAL QUALIFY FOR THE THREE-YEAR TRANSITION OF HOLD HARMLESS PAYMENTS FOR A NO

SMALL RURAL HOSPITAL UNDER THE PROSPECTIVE PAYMENT SYSTEM FOR HOSPITAL OUTPATIENT SERVICES

DUOS? DRA SECTION 5115? ENTER ‘Y FOR YES AND ‘N FOR ND.

22 ARE YOU CLASSIFIED AS A REFERRAL CENTER? NC

23 DOES THIS FACILITY OPERATE A TRANSPLANT CENTER? IF YES, ENTER CERTIFICATION DATE S BELOW NO

2..I1 IF THIS IS A MEDICARE CERTIFIED KIDNEY TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE

IN CDL. 2 AND TERMINATARN IN CD1. 3.

23.12 IF THIS IS A MEDICARE CERTIFIED NEART TP.AHSPLANC CENTER, ENTER THE CERTIFICATION CATS

IN CCL. 2 AND TERMINATION IN CDL. 3.

2303 IF THIS IS A MEDICARE CERTIFIED LIVE? TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE

IN CDL. 2 AND TERMINATION IN CDL. 3.

23.04 IF THIS IS A MEDICARE CERTIFIED LUNG TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE

IN CDL. 2 AND TERMINATION IN CDL. 3.

23 05 IF MEDICARE PANCREAS TRANSPLANTS ARE PERFORMED SEE INSTRUCTIONS FOR ENTERING CERTIFICATION

AND TERMINATION DATE.

23.0 IF THIS IS A MEDICARE CERTIFIED INTESTINAL TRANSPLANT CENTER, ENTER THE CERTFICRTION

DATE IN CDL. 2 AND TERMINATION IN CCL. 3.

23.0’ IF THIS IS A MEDICARE CERTIFIE, ISLET TRANSPLANT CENTER jUTE? THE CARTIFIOATII,N DATE

IN CDL. 2 AND TEFPINATICN IN CCi,.

IF L:NE:S:_IS ,tS EAR ERCICARE PASTIC:PLTIOD AND APEFOVEC TEAs:NG IRCG?.AE 512-ARE NO

IN EFFEOT DUPING THE FIRST “ARTH F TSR COST PARORTING PEPICO? F YES C-PLE’E

WFFSARET S PART IV IF NO MALETE SCAR FEET D 2 PART I.

- AS A DRACNNG H SP-I”AL DID OTU ELECT ST PFMA ‘PSEMARI’ FOR PHYARCIAN ‘ SARARCE AR N

rEFINED IN TM 0’S 1 1, 5EICN 148? IF YAR ‘ISLET? N PK5NF”G 0 3.

25.14 2-FE AR ‘LAMINT LISTS N LARS “ ‘ 3, PKSRAS A? IF YES ‘T WRAP I N R’LI::ESl ‘ 2 N

LI HAS Y000 FACILIIY LIPLI’T OWE PlC CAP “ LUND I “F INS CLI- f’LDSN 2 SEEN RSDULI” NOFF

42 AR 41?L’ c R 41 OFF 412.1 5 1 S ‘ ShARP ‘V “AR SE” AND 1. ,- F, LI

,NE A8-PL:CASLR JMNS PER :AR’RUCTICNS

45 CAlF FNC:L:TY RSCSI’:SO ALC:T:c’NUI. 1:35CC lEE FE ESS:IEND “LI SLITS 1? :1-15 FTE

PPOVIDEP NO. 14 1328 HARDIN COUNTY GENERAL HOSPITAL

PERIOD PROW 04/11/2007 TO 03/31/2008

HOSPITAL AND HEALTH CARE COMPLEX IDENTIFICATION DATA

HOSPITAL AND HOSP:TAL HEALTH CAPE COMPLSX ADDRESS

1 STREET: FERRELL ROAD

1.01 CITY: ROSICLARE STATE: CA

HOSPITAL AND HOSPITAL BASED COMPONENT IDENTIFICATION,

OCMPONENT COMPONENT USES

OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM VERSION: 2008.05

IN LIEU OF FORM CMS 2552 96 105/2007 08/20/2008 09:19

WORKSHEET 5 2

P.0.50)1: 2467
ZIP CODE: 62962 COUNTY: HARDIN

PAYMENT SYSTEM

PROVICER DATE P,T,C CR N

NUMBS? CERTIFIRI -; XVII: XIX

2 3 4 5 6

17 09/2013 N 0 0

07/09/2003 N 0 N

12

04/13 2216 N 0 N 14

16

FROM 04/01/2117 TO: 03/31/2008

2

I,

17

18

19
20

21

21.01

21.02

98914 21.03

21.04

21.09

21.06

22
23
23.01

23.02

23.13

23.04

23.05

23 06



PROVIDER EQ. 14-1328 HARDIN COUNTY GENERAL HOSPITAL

PERIOD FROM 04/11.2117 TO 03; 31/2008

HOSPITAL AND HEALTH CARE COMPLEX IDENTIFICATION DATA

OPT:MIzER SYSTEMS, INC. WIN LASH MICRO SYSTEM VEPS2ON: 2118.03

LIEU OF FORM ONE 2882 96 25/2007, 18/212108 19:19

WORKSHEET S 2
CONTINUED

OCHER INFORMATION
26 IF THIS A SOLE COMMUNITY HOSPITAL SOH ENTER THE NUMBER OF PERIODS SOH STATUS IN EFFECT.

ENTER BEGINNING AND ENDING DATES OF SON STATUS ON LINE 26.01. SUBSCRIPT LINE 26.01 FOR

NUMBER OF PERIODS IN EXCESS OF ONE AND ENTER SUBSEQUENT DATES.

26.31 ENTER THE APPLICABLE SON DATES’ SEGINNIUG: ENDING:

26.C IF THIS A SOLE COMIIUN:TY HOSPITAL SON FOR ANY PART OF THE COST REPORTING PERIOD, ENTER

THE NUMBER OF PERIODS WITHIN THIS COST REPORTING PERIOD THAT SON STATUS WAS IN EFFECT

AND THE SON WAS EITHER PHYSICALLY LOCATED OR CLASSIFIED IN A RUF.AL AREA.

26.14 IF LINE 26.13 COLUMN I IS GREATER THAN ONE ENTER THE EFFECTIVE DATES SEE INSTRUCTIONS

BEGINNING: ENDING: BEGINNUNG: ENDING:

27 DOES THIS HOSPITAL NAVE AN AGREEMENT UNDEP EITHER SECTION 1883 OR SECTION 113

FOE SWING BEDS? IF YES, ENTER THE AGREEMENT DATE rns/dd/’yy IN COLUMN 2.

28 IF THIS FACILITY CONTAINS A HOSPITAL BASED SNF, ARE ALL PATIENTS UNOER MANAGED CARE

OR THERE WAS NO MEDICARE UTILIZAT ON ENTER ‘1”, IF ‘N’ COMPLETE LINES 28.11 AND 28.02.

28.01 IF HOSPITAL BASED SNF ENTER APPROPRIATE TRANSITION PERIOD 1, 2 3, OR 100 IN OOL 1 ENTER

IN COLS 2 AND 3 THE WAGE INDEX ADJUSTMENT FACTOR BEFORE AND ON OR AFTER OCTOBER 1St

28.02 ENTER IN COD 1 THE HOSPITAL BASED SNF FACILITY SPECIFIC RATE ‘FROM YOUR Ft.

If YOU HAVE NOT TRANSITIONED TO 110% PPS SNF PAYMENT, IN CDL 2 ENTER THE FACILITY

CLASSIFICATION URBAN I CR RURAL 2 . IN CDL 3, ENTER THE SNF MSA CODE OR TWO

CHARACTER CODE IF A RURAL EASED FACILITY. IN CDL 4, ENTER THE SNF CBSA COLE OR TWO

CHARACTER CODE IF RURAL BASED FAOIL:TY.

A NOTICE PUBLISHED IN THE FEDERAL REGISTER’ VOL. 68, NO. 149 AUGUST 4, 2223 PROVIDED

FOR AN INCREASE IN THE RUG PAYMENTS BEGINNING 11/11/2103. CONGRESS EXPECTED THIS

INCREASE TO BE USED FOR DIRECT PATIENT CARE AND RELATED EXPENSES. ENTER IN COLUMN I

THE PERCENTAGE OF TOTAL EXPENSES FOR EACH CATEGORY TO TOTAL SNF REVENUE FROM

WORKSHEET 0 2, PART I, LINE 6, COLUMN 3. INDICATE IN COLUMN 2 Y’ FOR YES OR ‘N’ FOR NO

IF THE SPENDING REFLECTS INCREASES ASSOCIATED WITH DIRECT PATIENT CARE AND RELATED

EXPENSES FOR EACH CATEGORY. SEE INSTRUCTIONS

28.03 STAFFING
28.04 RECRUITMENT
28.05 RETENTION OF EMPLOYEES

28.C TRAINING
28,17 OTHER (SPECIFY’

19 IS THIS A RURAL HOSPITAL WITH A CERTIFIED SNF WHICH HAS FEWER THAN 51 BEDS IN THE

AGGREGATE FOR BOTH COMPONENTS, USING THE SWING BED OPTIONAL METHOD OF REIMBURSEMENT?

30 DOES THIS HOSPITAL QUALIFY AS A RURAL PRIMARY CASE HOSPITAL SPCH’/CRITICAL ACCESS

HDSPITAL CAN? SEE 42 OFR 485,636ff.

30.01 IF SO, IS THIS THE INITIAL 12 MONTH PERIOD FOR THE FACILITY OPERATED AS A RPCN/OAN?

SEE 42 ORE 413.70.

30.02 IF THIS FACILITY QUALIFIES AS AN RPON/OAN, HAS IT ELECTED THE ALL INCLUSIVE METHOD OF

PAYMENT FOR OUTPATIENT SERVICES?

30.03 IF THIS FACILITY QUALIFIES AS A CAN, IS IT ELIGIBLE FOR COST REIMBURSEMENT FOR AMBULANCE

SERVICES? IF YES, ENTER IN COLUMN 2 THE DATE OF ELIGIBILITY DETERMINATION DATE MUST BE

ON OR AFTER 12/21/2000,
30.14 IF THIS FAO:LITY QUALIFIES AS A 0534, IS IT ELIGIBLE FOR COST REIMBURSEMENT FOR I&R TRAIN:NG

PROGRAMS? RUDER ‘Y’ FOR YES AND ‘N’ FOR NO. IF YES, THE OWE ELIMINATION WOULD NOT ES ON

WORKSHEET B, PART I, COLUMN 26 AND THE PROGRAM WOULD BE COST REIMBURSED. IF YES COMPLETE

WORKSHEET D 2, PART II.

31 IS THIS A RURAL HOSPITAL QUALIFYING FOR AN EXCEPTION TO THE CElIA FEE SOHEDCLS?

SEE 42 OFR 412.113 c’

MISCELLANEOUS COST REPORTING INFORMATION

32 IS THIS AN ALL INCLUSIVE RATE PROVIDER? IF YES, ENTER THE METHOD USED A, B, OR E ONLY

IN COLUMN 2.

33 IS THIS A NEW HOSPITAL UNDER 42 ORE 412.301 PPS CAPITAL? ENTER ‘Y FOR YES AND ‘N FOR

NO IN COLUMN 1. IF YES, FOE COST REPORTING PERIODS BEGINNING ON OR AFTER OCTOBER 1, 2012,

DO YOU ELECT TO BE REIMBURSED AT 100% FEDERAL CAPITAL PAYMENT, ENTER ‘Y’ FOR YES AND ‘N’

FOR NO IN COLUMN 2.

34 IS THIS A NEW HOSPITAL UNDER 42 CFR 413,40 f. 1 TEFRA?

35 HAVE YOU ESTABLSHED A NEW SUBPEDVIDEP I ‘EXLUDED UNIT UNDER 42 OFR 413.42 f 1

PROSPECTIVE PAYMEND SYSTEM PPS CAPITAL

36 CO 103 ELECT FULLY PROSPECTIVE PAYMENT ‘ETN000LOGY FOP CAPITAL COSTS’

?‘ Cl DOES YOUR FACILITY QUALIFY AND F,EOEIVE PAYMEIIT FOP OISPFOPOETIONATS SHAPE IN A000POAII”E

WITH 42OFE4.2,720?
DO YOU ELECT HOLD HARMLESS RAYNENT METH 0 LOGY FOR CAPITAL COSTS?

0’ F YU ARE A :L.LO HARMLESS PP”fIDSR, ARE YOU FILING OS THE BASIS CT 11% O ‘FOFRAL BALE.

NO NO
NO NO

3:0 N
‘7

N 28.03
N 28.04
N 28.05
N 28.06

28,17

26

26.11
26,13

27

28

28 01

28,12

YES 0’ I9/IC03

0.10
0.10
0.00
3.00

NO 29

YES 30

NO 30.01

NO 30.02

NO 30.03

NO 30.14

NO 31

NO 32

NO 33

NC 34
1.10 35

NO

‘70
IC”



PROVIDER NO. 14-1328 HAWDIN COUNTY GENERAl, HOSPITAL

PERIOD FROM 04101,2057 TO 03.’3i/2006

HOSPITAL AND HEALTH CARE COMPLEX IDENTIFICATION DATA

OPT:MIzER SYSTEMS, INC. WIN LASH M:CRO SYSTEM vERSION: 2006 .05

IN L:EU OF P0624 DMS2552-96 15/2107 58/21.2208 09:18

WORKSHEET S 2
CONTINUED:

TITLE XIX INPATIENT HOSPITAL SERVICES

38 DO YOU RAVE TITLE XIX INPATIENT HOSPITAL SERVICES? YES 38

36.01 IS THIS HOSPITAL REIMBURSED FOR TITLE XIX THROUGH THE COST REPORT EITHER IN FULL OR IN PART NO 3801

38.02 DOES THE TITLE XIX PROGRAM REDUCE CAPITAL FOLLOWING THE MEDICARE METHODOLOGY? NO 36.02

38 ,3 ARE TITLE XIX HF PATIENTS DCCUPYINO T:TLE XVIII SNF BEDS DUAL CERTIFICATION ? NO 38.03

38.1’ CC YOU OPERATE AN OF ME FAC:I,:Ty FCF PUPPOSES OF TITLE XIX? lID 31.14

45 ARE THERE ANY RELATED CRGAN:zAT:ON CR HOME OFFICE COSTS AS DEFINED IN OWE PUB. 13 1 ND 41

CHAPTER 10? 1K YES AND THERE ARE HONE OFFICE COSTS, ENTER IN COLUMN 2 THE HOWE OFFICE

PROVIDER NUMBER. SEE INSTRUCTIONS IF THIS FACILITY IS PART CF A CHAIN ORGANIZATION,

ENTER THE NAME AND ADDRESS OF THE HOWE OFF:CE.

40.01 NAME: Fl CONTRACTOR S NAME: Fl/CONTRACTOR S NUMBEP 43

40.12 STREET: P.O.BOX: 4G.2

40.03 CITY: STATE: ZIP CODS: 40.03

41 ARE PROVIDER EASED PHYSICIANS COSTS INCLUDED IN WORKSHEET A? YES 31

42 ARE PHYSICAL THERAPY SERVICES PROVIDED BY OUTSIDE SUPPLIERS? YES 42

42.11 ARE OCCUPATIONAL THERAPY SERVICES PROVIDED BY OUTSIDE SUPPLIERS? YES 42.01

42 02 ARE SPEECH PATHOLOGY SERVICES PROVIDED BY OUTSIDE SUPPLIERS? YES 42.02

43 ARE RESPIRATORY THERAPY SERVICES PROVIDED BY OUTSIDE PROVIDERS? NO 43

44 IF YOU ARE CLAIMING COST FOR RENAL SERVICES ON WORKSHEET A, ARE THEY INPAT SERVICES ONLY? NO 44

45 HAVE YOU CHANGED YOUR COST ALLOCATION METHODOLOGY FROM THE PREVIOUSLY FILE COST REPOR”'? NO 45

SEE CMS PUB. 11 II, SECTION 361”. IF YES, ENTER TflE APPROVAL DATE mm/dd’vvvv IN COLUMN 2.

45.11 WAS THERE A CHANGE IN THE STATISTICAL SARIS? 45.11

45.12 WAS THEPE A CHANGE IN THE ORDER OF ALLOCATION? 4512

45.53 WAS THERE A CHANGE TO THE SIMPLIFIED COST FINDING METHOD? 45.13

46 IF YOU ARE PARTICIPATING IN THE HHCMQ DEMONSTRATION PROJECT :NUST HAVE A HOSPITAL BASED SNF 46

DURING THIS COST REPORTING PERIOD, ENTER THE PHASE.

IF THIS FACILITY CONTAINS A PROVIDER THAT QUALIFIES FOR AN EXEMPTION FROM THE APPLICATION OF THE LOWER OF COST OR CHARGES,

ENTER A Y’ FOR EACH COMPONENT AND TYPE OF SERVICE THAT QUALIFIES FOR THE EXEMPTION; ENTER ‘H’ IF NOT EXEMPT SEE 42 CFR 413.13).

OUTPATIENT OUTPATIENT OUTPATIENT

PAPT A PART B ASO RADIOLOGY DIAGNOSTIC

N N N N N

I N N N N N
47 HOSPITAL
48 SUBPROVIDER
49 SKILLED NURSING FACILITY N N

50 HOME HEALTH AGENCY N N

52 DOES THIS HOSPITAL CLAIM EXPENDITURES FOR EXTRAORDINARY CIRCUMSTANCES IN ACCORDANCE WITH

42 CFW 412.348 P

52.01 IF YOU ARE A FULLY PROSPECTIVE DR HOLD HARMLESS PROVIDER ARE YOU ELIGIBLE FOR THE SPECIAL

EXCEPTION PAYMENT PURSUANT TO 42 CFR 412.348 g ? IF YES, COMPLETE 0, PART IV.

53 IF THIS IS A MEDICARE DEPENDENT HOSPITAL MDH:, ENTER THE NUMBER OF PERIODS MON STATUS IN

EFFECT. ENTER BEGINNING AND ENDING DATES OF MDH STATUS OH LINE 53.01. SUBSCRIPT LINE

53.01 FOR NUMBER OF PERIODS IN EXCESS OF ONE AND ENTER SUBSEQUENT DATES.

53.11 MDH PERIOD: BEGINNING: ENDING:

54 LIST AMOUNTS OF M,ALPRACTICE PREMIUMS AND PAID LOSSES:

PREMIUMS: 66600 PAID LOSSES: AND/OR SELF INSURANCE:

54.01 ARE MALPRACTICE PREMIUMS AND PAID LOSSES REPORTED IN OTHER THAN THE ADMINISTRATIVE AND

GENERAL COST CENTER? IF YES, SUBMIT SUPPORTING SCHEDULE LISTING COST CENTEPS AND AMOUNTS

CONTAINED THEREIN.

55 DOES YOUR FACILITY QUALIFY FOR ADDITIONAL PPOSPECTIVE PAYMENT IN ACCORDANCE WITH

42 CFR 412.107. ENTER Y: FOE YES AND ‘N’ FOE NO.

56 ARE YOU CLAIMING AMBULANCE COSTS? IF YES, ENTER IN CDL 2 THE PAYMENT LIMIT

PROVIDED FROM YOUR FISCAL INTERMEDIARY. IF THIS IS FIRST YEAR OF OPEP,ATIONS,

NO ENTPY IS PEQUIRED IN COO 2. IF COO 1 IS ‘Y’, ENTER ‘Y’ OR ‘N’ IN CDL 3

WHETHER THIS 05 YOUR FIRST YEAR OF OPERATIONS FOR RENDEPING AMBULANCE SERVICES.

ENTER IN CDL 4, IF APPLICABLE, THE PEE SCHEDULES AMOUNTS FOR THE PERIOD

EEGINNING ON OR AFTER 4/1’2002.

57 ARE YOU CLAIMING NURSING AND ALLIED HEALTH CCSTS?

59 ARE YOU AN INPATIENT REHABILITATION FACILITY 1FF , C? DC YOU CONTAIN AN IRF SUBPRCVIOER?

ENTER IN COLUMN 1 :Y: FOR YES AlTO ‘N’ FOR NO. IF 155 HAVE YOU MACE THE ELECTION FOP III

PPS ?EIXBU?SEMEUT? ENTER IN COLUMN 2 ‘Y’ FOR YES AND ‘N’ POP NC. THIS OPTION IS ONLY

AVAILABLE FOR COST PEPOPTIN’ PERIODS BEGINNIND ON OR AFTER 1/i 2012 AND BEFOFE 21, 1/2102.

Sp 0’ IF LINE SB 000UMII I 15 Y, D,.ES THE FACILITY HAVE A TEACHING PPOGRAM IN THE MOST RECENT

C ST PFPORTIHJ PERIOD ENDING 011CR SEFORE NO”pWBEP 15: 1104? ENTER IN COLUMN 1 ‘Y’ FOP ‘,ES

OR •N’ F’.R NO. IS THE FACILITY TRAININ” RESI,,.ENTS IN A NFW TEACHING PROGRAM N ADO POANCE

WITH FR VOL “0, NC, 151 DATED AUGrET 11 1011 PAGE 4”929? FNTR IN C”LUMN 2 Y FOB YFS OP

MI FOR N IF “CLUI’IN 2 IS ‘I ENTEP 1 2, CR RSSPE”T,’JELY III C LUWN 3 SEE INETRL “'I”Np

IF THE CUIpPHT COST FEP”RTILG ?EPI,O ‘MIRES THE BEGINNING IC THE FOURTH ENTER 4 IN CT”MII

“F IF THE IURSEIUENT ACADEMIC l’RARS F THE 113W TIACHING ?91PAR IN EXISTEI, ‘F ElITE? 0

NO

NO

ND

47
48
49
51

52

52.01

53

53.11
54

54.01

55

56

97
58

58 01

DATE Y/N LIMIT Y/N FEES

0 1 2 3 4

/ / NO 0.00 NO

NO



FP.QVIDER NC. j4-13.8 HARCIN COONTY GENERAL HOSPITAL OPTIMICER SYSTEMS, INC. WIN LASH MICRO SYSTEM \‘IRSION: 2108.15

PERICO FROM 04/01,200 TO I3/31’22G8 IN LIEU OF FORM VMS 25E2 96 05/2137’ 12/20/2008 09:19

HOSPITAL AND HEALTH CARE COMPLEX IDENTIFICATION DATA WORKSHEET S2
CONT:NUED

60 ARE YOU AN INPATIENT PSYCHIATRIC FACILITY ,IPF OR DO YOU CONTAIN AN 1FF SUBPROVIDER? 60

ENTER IN COLUMN 1 ‘Y’ FOR YES AND ‘N’ FOR NO. IF YES, IS THE 1FF OR 1FF SUBPROVIDER A

NEW FACILITY? ENTER IN COLUMN 2 ‘Y’ FOR YES AND ‘N’ FOR NO. SEE INSTRUCTIONS

60.01 IF LINE 60 COLUMN 1 15 Y, DOES THE FACILITY HAVE A TEACHING PROGRAM IN THE MOST RECENT

COST RE?CFTUNG PERICO ENDING ON CR BEFORE NOVEMBER 15,2204? ENTER ‘Y FOR YES OR ‘N’

FCR NO. IS THE FACILITY TRAININO RESIDENTS IN A NEW TEACHING PROOR.AM IN ACCORDANCE NTTH

42 CFR SEC. 412.424 d .1 2 0 ESTER IN COLUMN 2 ‘Y’ FOR YES CR ‘N’ FOR NO. F COLUMN 2

IS Y, ENTER 2, 2 OR 3 RESPECTIVELY IN OCLOUN 3 SEE INSTRUCTIONS . IF THE CURRENT COST

REPORTING PERIOD COVERS THE BEGINNING OF THE FOURTH ENTER 4 IN COLUMN 3, OR IF THE

SUBSEQUENT AOAOEMIO YEARS OF INS SEW TEACHING PROGRAM IN EXISTENCE, ENTER 5 SEE INSTR.

MULTICAMPUS
61 DOES THE HOSPITAL HAVE A MULTIOAMPU5? ENTER ‘Y’ FOR YES AND ‘N FOR NO, NO

IF LINE 61 IS YES, ENTER THE NAME IN COL. 0, COUNTY IN COL. 1, STATE IN COL. 2,

ZIP IN CCL. 3, CESA IN COL. 4 AND FTE’CANPUS IN CCL. 5. FTE/

COUNTY: STATE: :P CODE CBSA CAI’IPOS

1 2 3 4 5



PROVIDER NO. 14 1128 MAROON COUNTY GENERAL HOSPITAL

PERIOD FROM 04/Cl ‘2007 TO 03 31/2008

OPTMIZER SYSTEMS, INC WIN LASH MICRC SYSTEM

IN LIEU OF FORM OIlS 255296 9/2000

VERS:ON 2008.05
08/21.2108 O919

HOSPITAL AND HEALTH CAFE COMPLEX STATISTIAI, DATA

cAH

NO. OF BED OAYS PATIENT
BEDS AVAILABLE HOURS

1 2 2.11

I/P DAYS / 0/P VISITS / TRIPS

LTCH
TITLE TITLE NCNCOVERED TITLE

3 4 4.01

WORKSHEET 5 3
PART I

DES.
EELS

ADMITTED

1 H,.,SPTAL ADULTS I PEDS RXCL

SWIOG BED, CESERU I HOSCE DAYS

I HOSPITAL ADULTS & FEDS

SW:NG BED SHF

4 HOSPITAL ADULTS & FEDS

SWING BED NP

O TOTAL ADULTS & PROS
EXOL OBSERVATION BEDS

O INTENSIVE CARE UNIT
CORONARY CARE UNIT

8 BURN INTENS:7E CARE UNIT

9 SURGICAL INTSNSVE CARE UNIT

IC OTHER SPECIAL CANE ‘SPECIFY

11 NURSERY
12 TOTAL HOSPCTAL
13 RPCH VISITS
14 SUBPROVIDER I

15 SKILLED NURSING FACILITY

IN NURSING FACILITY

17 OTHER LONG TERM CARE

18 hOME HEALTH AGENCY
II ABC DISTINCT PANT)
21 HOSPICE DISTINCT PART

23 0/P REHAB PROVIDER

24 PHC I
25 TOTAL
26 OBSERVATION BED DAYS
27 AMBULANCE TRIPS

28 EMPLOYEE DISCOUNT DAYS

20 9150 69124 00

2 9150 69124:1

25

2215

898

3113

3113

3964

432

180 4

588

9

‘l

568 12

14
15
16
17
18
20
21
23
24
25

120 10 26
27
28



pRov:DER NO. 16 1328 HARD:N COUNTY GENERAL HOSPITAL

PERIOD FROM 04/01/2017 TO 03/31 2008

HOSPITAL AND HEALTH CARE COMPLEX STATISTICAL DATA

1 HOSPITAL ADULTS & REDS, EXCL

SWING BED, ‘BSEkV & HOSPI.E DAYS

2 HMO XIX
HOSPITAL ADULTS I PECS

SWING BED SUN
HOSPITAL ADULTS & FEDS

SWING BED NF

5 TOTAL ADULTS & PROS

SXCL OBSERVATION BEDS

S INTENSIVE CARE UNIT
I CORONARY CARE UNIT

8 SURN INTENSIVE DARE ULIT

9 SURGICAL :NTRNS:VE CARE UNIT

27 OTHER SPSCIAL CARE SPEC:FY

11 NURSERY
12 TOTAL HOSPITAL

13 RPCH VISITS
14 SUBPROVIDER I
15 5EILLED DURSINO FACILCTY

NURSING FACILITY

.2’ OTHER LONG TERM CARE

19 HOME HEALTH AGENCY

20 ANT DISTINCT PART

21 HOSPICE ,DISTIHCT PART

23 0/P REHAB PROVIDER

24 RHC I
CS TOTAL

26 OBSERVATION BED DAYS
27 AMBULANCE TRIPS

28 EMPLOYEE DISCOUNT DAYS

OPT:MIZER SYSTEMS. INC. WIN-LASH MICRO SYSTEM VERSION: 2008.15

IN LIEU CF FORM OMS 2552 96 9,2000 08i20/2018 09:19

WORKSHEET 5 3
PART

CORTHUED

- INTERNS & RES FOES - FULL TIME EQUIV

LESS :&R
RSPL NON EMPLOYEES NDNPA:o

TOTAL PHYS AlOES NET ON PAYROLL NURKEPS
CCMPDOIENT

I/P OAYS
: 0/P VISITS / TRIPS-

OBS. DES. LBS.

BEDS NOT TOTAL ALL BEDS BEDS NOT

ADM:TTSD PATIENTS ADMITTED ADMI’OrED

5.22 6 6.22 5.02

3960

3960

11106

110 439 41 398

118.51

16.20
:34.71

8

IC
11
12
13
14
15
:6

18
20
21
23
24
25
26
27

28



PROVIDER No. 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION 200805

PERIOD FROM 04/01(2007 TO 03/31/2308 IX LIEU OF FORM CM.S-2S52-95 9!2I00 18/23/2008 0919

HOSPITAL AND HEALTH CARE COMPLEX STATISTICAL OATA WORKSHEET S-3
PART I

CONTINUED.

IsCRGRS

TITLE TIC. LE TITLE TOTAL ALL

COMPONENT V XVIII XIX PATIENTS

I HOSPITAL DOULTS & PEGS, EXCL. 555 112 61 I

SHING BEG, OESERV & HOSPICE OATS

2 HMO XIX

3 HOSPITAL GOULTS & PEGS -

SWING BED SNF

4 HOSPITAL 000LTS & PEGS
-

4

SWING SEO HF

I TOTAL ANULTS & PEGS

EXCL CBSERVATION BEGS

6 INTENSIVE CARE UNIT 6

7 CORONARY CARE UNIT

8 BURN INTENSIVE CARE UNIT 8

9 SURGICAL INTENSIVE CARE UNIT

11 OTHER SPECIAL CARE SPECIFY 10

11 NURSERY
11

12 TOTAL HOSPITAL 665 112 751 12

13 RPCH VISITS 13

14 SUEPROVIDER I
14

15 SKILLED NURSING FACILITY 15

16 NURSING FACILITY 16

17 OTHER LONG TERM CARE 17

19 HOME WRAITH AGENCY 18

20 ABC DISTINCT PART) 23

21 HOSPICE )DISTINcT PART) 21

23 0/P REHAB PROVIDER 23

24 RHC I
24

25 TOTAL
25

26 OBSERVATION BED DAYS 26

27 AMBULANCE TRIPS 27

28 EMPLOYEE DISCOUNT DAYS 28



PROVIDER NO. 14 1328 HARD:N COUNTY GENERAL HOSPITAL

PERIOD FROM 14/01/2007 TO 33/31/2038

PROvIDERBAsED RURAL HEALTH CL:UIC

FEDERALLY QUALIFIED HEALTH CENTER

PROVIDER STATISTICAL DATA

CHECK APPLICABLE BOX; [ XX 1 PHC lFQ’C

CLINIC ADDRESS AND :DENTIFICAT:ON;

1 STREET; 6 FEFRELL CAD
1.11 CITY: ROSICLARE STATE; :L z:P CODE; 6922

DESIGNATION FOR SQHCS ONLY ENTER R’ FOR RURAL CR ‘U’ FOR URBAN

SOURCE OF SEDERAL FUNDS; GRANT AWARD

COMMUNITY HEALTH CENTER RECTICH 330 d PHS ACT

4 MIGRANT HEALTH CENTER SECION 2Q d PHE ACT

S HEALTH SERVICES FOP HOMELESS SECTIOH 340 0 ?HS ACT

6 APPALACH:AII REGIONAL 00101155 ION

7 LOCK ADORES
OTHER

PHYSICIAN INFORMAOION; PHYSICIAN NAME

9 PHYSICIAN S FURNISHING SERVICES AT THE CLINIC MARCOS SUNGA, MO

OR UNDER AGREEMENT

9.01 ELADIO CHATTO, MC

9.12 SANJAY BOSE

3.13 PAM ATKINSON

7.14 LEARNS DENEAL

PHYSICIAN NAME

OPTIMIZER SYSTEMS, INC. WIN LASH MICRO EYS”EM VERSION: 2008.08

IN LIED CF FORM DM5 2952 96 11/95 15,20/2008 09:19

RHO I WORKSHEET S 8

COMPONENT ND; 143479

COUNTY; HAROlD

DATE
2

/ /

B’LL1NG NO.
043012

S98343
G 78722
P10866

HOURS

10 SUPEB’JISORY PHYSICIAN S AND HOURS OF 5UPEPVI5ION

DURING PERIOD

11 DOES THIS FACILITY OPERATE AS OTHER THAN AN RHO OR FQHC? NO

IF YES, INDICATE NUMBER OF OTHER OPERATIONS IN COLUMN 2

ENTER IN SUBSCRIPTS OF LINE 12 THE TYPE OF OTHER OPERATION S 0040 THE OPERATING HOURS

FACILITY HOURS OF OPERATIONS 1.
SUNDAY MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY

TYPE OPERATION FROM TO FROM TO FROM TO FROM TO FROM TO FROM TO FROM TO

0 1 2 3 4 5 6 7 8 9 10 11 12 13 14

12 CLINIC 900 1700 900 1700 900 1700 900 1700 900 1700

ENTER CLINIC HR5 OF OPERATION ON LNB 12 & OTHER TYPE OPERATIONS ON SUBSCRIPTS OF LNE 12 BOTH TYPE & HRS OF OPERATIOH)

LIST HOURS OF OPERATION BASED ON A 24 HOUR CLOCK. FOR EXAMPLE; 8:00AM IS 0800, 6:30PM IS 1830, AND MIDNIGHT IS 2400.

13 HAVE YOU RECEIVED AN APPROVAL FOR AN EXCEPTION TO THE ?R000DIVVITY STANDARD? ND

14 IS THIS A CONSOLIDATED COST REPORT AS DEFINED IN CMS PUB 27, SECTION 508 0 ‘ ND

IF YES, ENTER IN COLUMN 2 THE NUMBRP OF PROVIDERS IN THIS COST REPORT.

LIST THE NAMES OF ALL PROVIDERS AND NUMBERS BELOW.

15 PROVIDER NAME; PROVIDER NUMBER:
V XVII XIX

16 HAVE YOU PROVIDED ALL OR SUBSTANTIALLY ALL OWE COSTS? IF YES, ENTER IN COLUMNS NO

2, 3, AND 4 THE NUMBER OF MEDICARE VISITS PERFORMED BY INTERNS AND RESIDENTS.

17 HAS THE HOSPITAL’S BED SIZE CHANOED TO LESS THAN 50 BEDS DURING THE YEAR FOR NO

COST REPDRTIHG PERIODS OVFRL.NPPING ‘/1/2011? ENTER ‘Y’ FOR YES AND ‘N’ FOR NO.

IF YES, SEE INSTRUCTIONS.

3
4

8

9

9.01
9 .02
9. 03
9. 14

‘I

11

12

13
14

‘5

16

17



PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL

PERIOD FROM 04/01/2007 TO 03/31/2008

OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSIOH 2008.05

IN L:EU OF FORM CMS-2S52 96 (9/96) 08/20/2008 0919

RECLASSIFICATION AND ADJUSTMENT OF TRIAL BALANCE OF EXPENSES WORKSNEET A

COST CENTER

GENERAL SER’,ICE COST CENTERS

1 0101 OLD CAP EEL

2 0210 OLD CAP REL COSTS-MVBLE EQUIP

3 0300 NEW CAP REL COSTS-BLDG & FIXT

4 0460 HEM CAP REL COSTS-MVBLE EQUIP

5 0500 EMPLOYEE BENEFITS

6 0600 ADMINISTRATIVE & GENERAL

7 1710 MAINTENANCE & REPAIBS

5 1816 OPERATION CF PLANT

9 1910 LAUNDRY & LINEN SERVICE

10 1010 HOUSEKEEPING

11 1100 DIETARY

12 1210 CAFETERIA

13 1300 MAINTENANCE OF PERSONNEL

14 1410 NURSING ADMINISTRATION

lB 1500 CENTRAL SERVICES & SUPPLY

16 1600 PHARMACY
17 1700 MEDICAL RECORDS & LIBRARY

18 1800 SOCIAL SERVICE
26 2000 NONPHYSICIAN ANESTHETISTS

10. 2100 NURSING SCHc.OL
22 2200 I&R SERVICES-SALARY & FRINGES A

23 2300 ILK SERVICES-OTHER PROM COSTS A

24 2410 PARAMBD ED P5GM- SPECIFY

INPATIENT ROUTINE SERV COST CENTERS

25 2500 ADULTS & PEDIATRICS
ANCILLARY SERVICE COST CENTERS

41 4100 RADIOLOGY-DIAGNOSTIC

44 4400 LABORATORY

46.30 4650 BLOOD CLOTTING FACTORS AOMIN CO

49 4910 RESPIRATORY THERAPY

II 5000 PHYSICAL THERAPY

51 5130 OCCUPATIONAL THERAPY

52 52.20 SPEECH PATHOLOGY

53 5300 ELECTROCARDI010GY

55 1500 MEDICAL SUPPLIES CHARGED TO PAT

56 5600 DRUGS CHARGED TO PATIENTS
OUTPATIENT SERVICE COST CENTERS

61 6100 EMERGENCY
62 6200 OBSERVATION BEDS (NON-DISTINCT

63 .50 6310 RURAL HEALTH CLINIC

6360 6320 FQHC
OTHER REIMBURSABLE COST CENTERS

69.10 6910 CMHC
69.20 6920 OUTPATIENT PHYSICAL THERAPY

69.30 6930 OUTPATIENT OCCUPATIONAL THERAPY

69.40 6940 OUTPATIENT SPEECH PATHOLAGY

71 7100 HOME HEALTH AGENCY
SPECIAL PURPOSE COST CENTERS

85.01 8510 PANCREAS ACQUISITION

8B.02 8520 INTESTINAL ACQUISITION

85.03 8530 ISLET CELL ACQUISITION

88 8800 INTEREST EXPENSE

95 SUBTOTALS
NONREIMBURSABLE COST CENTERS

96 9601 GIFT, FLOWER, COFFEE SHOP & CAN

96.01 9601 VR-I-IDING MACHINE

101 TOTAL

RECLASB -

RECLASSI TRIAL

SALARIES OTHER TOTAL FICATIONB BALANCE

2 3 4 5

17228 17228 36318 53346

151801 181801 14112 195913
72699 72699

651860 1900382 2552242 -70481 2481751

141611 171138 310648 -9444 311214

55261 29387 84648 84648

112976 35188 108164 -10570 37554

106671 115432 22:503 -84705 :36798

62847 82847

786.2 78612

15446 5488 20934 -16553 4381

177692 199784 377476 -133506 243970

260900 59531 320431 -47834 272597

48666 13208 61874 61874

1203095 448993 1652088 -288309 1363779

396836 319781 716617 -2729 713888

376213 669717 1045930 -520 1045410

178618 89627 268245 -40595 227650

77069 71867 148936 -123 148813

13153 1574 15127 28217 43344
144669 144669
369959 369959

632413 180371 812784 -166429 706355

694481 135666 830147 72662 902819

88297 88297 -88297

8141361 4733761 9875120

NET EKE
ADJUST- FOB

WANTS ALLOCATION

-204 83342 3
195913 4

72699 5
-1046960 1434801 6

-311 300889 8
84648 9

636798 11

-26013 96834 12
13

78612 14
4381 15

243970 16
-1751 270846 17

61874 18
21

22

-90287 1273492 25

-113 713775 41

-103198 942212 44
46.30

--38560 189091 49
148810 50

52
43344 53

144669 55
369959 56

--208954 497401 61
62

-70 902739 63.50
63.60

69.26
69.20
69.30
69.40
71

85.01
85.02
85.03
88

8356695 95

96

8373965 i-Il
15274

1141360 4749134
15274

9890394

9875120-1516425

10274
9-891394 -1016425



PRCV:DER NC. 14 1325 !-IARDIN COUNTY GENERAL HOSPITAL

pERIOD FROM 04/01/2007 TO 03/3i 2018

PECLASSIICATIONS

OPTIMICER SYSTEWS, THC. WIN LASH l.IICRO SYSTEM

IN LIEU OF FORM CMS-2552 96 9/96

VERSION: 2008.05

06/20/2009 09:18

WORKSHEET A 6
PAGE I

SALARY OTHER
4 5

TO RECLASS SUPPLY COST FFCH CS

2 TO RECLASS DON COST

3 RECLASS COST TO CLINC

TO RECLASS SUPPLY COST

A XECICAL SUPPLIES CHAA3EI TO P

B NURSING ADMINISTRATION

C RURAL HEALTH CLINIC

O MEDICAL SUPPLIES CHARGED TO P

0
0

9 0

10 0

TO PECLASS CAFE COST
TO RECLASS CARDIAC MONITOR IWO OCST

TO RECLASS DRUG COST

NEW CAP EEL COSTS SLOG & FDXT

NEW CAP FED CCSTS NUSLE EQUIP

EMPLOYEE BENEFITS
NEW CAP EEL COSTS BLDG & FIXT

ADMINISTRATIVE & GENERAL
RADIOLOGY DIAGNOSTIC
RESPIRATORY THERAPY

ADULTS I PECIATRICS
RURAL HEALTH CLIN:C
CAFETERIA
ELECTROCAREIOLOGY

DRUGS CHARGED TO PATIENTS

72699 IS
33630 16
19018 17
18114 19

588 19
5427 20

11S23 21
37236 22

4619 23
24

369959 25
26
27
28
29
30

32

34
35

7386 9 36

EXPLANATION OF RECLASSIFICATION ENTRY - - - INCREASE

COST CSNTER LINE #

TO 6EOLASS INSURANCE EXPENSE

TO PECLASS LNTFHASC

4968 1.

128116 6

12

15

1
18
15

24
25
26
27

28
29

31
32
33
34
35
36

E
F
F
F
F

H

I

4
5

6
41
49

63 .51
12

36

TOTAL RECLASSIFICATIONS

45611
23608

204563



FPOVIOER N2 14-1329 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. 30TH LASH MICRO SYSTEM VERSION: 220805

PERICO FROM 04/01/2007 TO 03/31/2136 IN DIRT OF FORM OIlS 2552 96 9/96 09/20/2018 09:19

RSCLASSIFICATIONS
WORKSHEET A 6

PAGE

EXPLANATION OF CODE --
OECREASE - WKST A 7

PECLASSIFICATION ENTRY COCY CENTER LINE 9 SALARY OTCYR REF.

1 8 9 10

TO RECLASS SCPPL COST 99DM CS A CENTRAL SERVICES & SUPPLY 13 11585 4966

2 TO RECLASS DON COST B ADULTS 0 PEDIATRICS 25 392 8413

3 TO RECLASS CLOT TOCLIIIC C DpEpAT:DII oF PL02:T S 248 2 9 3

4 C HOUSEKEEPILD II 9106 1955 4

5 C VEDCAL RECORDS & LIBRAPY 11 4207 575

11 RECLASS SUPPLY COST 0 ADULTS & PEOIATRICS 29 01919 6

7 0 EMERGENCY 296

8 0 EMERGENCY 6 17120 8

9 0 RADIOLOGY DIAGNOSTIC dl 20831 9

12 0 LABORATORY 44 529 10

11 2 PHYSICAL THERAPY 11

12 0 PESPIRATORY THERAPY 4 242 12

13 TO RECLASS INSCRANCE EXPENSE S ADMINISTRATIVE & GENERAL 6 89499 12 13

15 S 15

16 TO RECLASS INTEPEST P INTEREST EXPENSE 88 88297 11 16

17 P 17

18 P 18

19 F 19

21 F 20

21 P 21

22 TO RECLASS CAFE COST 0 DIETARY 11 456:1 37236 22

23 TO RECLASS CARD:AC MON:TDRING CCS H ADVLTS & PEDIATRICS 28 17512 3959 23

24 H OPERATION OF PLANT 8 6096 610 24

25 TO RECLASS DRUG COST I ADULTS & PEDIATRICS 25 131694 25

26 I PHARMACY 16 58318 26

27 I PHARMACY 16 75188 27

28 I RADIOLOGY DIAGNOSTIC 41 12 28

29 I RESPIRATORY THERAPY 49 13756 29

31 I PHYSICAL THERAPY 50 119 30

31 1 EMERGENCY 61 89013 31

32 I DIETARY 11 1858 32

33 I LABORATORY 44 1 33

34
34

35
35

36 TOTAL RECLASSIFICATIONS 204563 738679 36



PROVIOEB NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION 2008.05

PERIOD FROM 04/01/2007 TO 03/31/2008 IN LIEU OF FORM CMS-2552-96 (9/96 08/20/2008 0919

ANALYSIS OF CHANGES DURING COST REPORTINO WORKSHEET A--7

PERIOD IN CAPITAL ASSET BALANCES OF HOSPITAL PARTS I & II

AND HOSPITAL HEALTH CARE COMPLEX CERTIFIED

‘10 PARTICIPATE IN HEALTH CARE PROORAMS

PART I - ANALYSIS OF CHANGES IN OLD CAPITAL ASSET BALANCES

ACQUISITIONS o:SP0SALS FULLY

BEGINNING AND ENDING DEPRECIATED

DESCRIPTION BALANCES PURCHASE DONATION TOTAL RETIREMENTS EALANCE ASSETS

1 2 3 4 5 6 7

1 LAND 1

2 LAND IMPROVEMENTS
3 BUILDINGS AND FIXTURES

4 BUILDING IMPROVEMENTS

5 FIXED EQUIPMENT I

6 MOVABLE EQUIPMENT 8

7 SUBTOTAL, 7

8 RECONCILING ITEMS

9 TOTAL 9

PART II - ANALYSIS OF CHANGES IN NEW CAPITAL ASSET BALANCES

-

- ACQUISITIONS DISPOSALS FULLY

BEGINNING AND ENDING DEPRECIATED

DESCRIPTION BALANCES PURCHASE DONATION ‘ICTAL RETIREMENTS BALANCE ASSETS

1 2 3 $ 5 6 7

1 LAND 17000 17000 1

2 LAND IMPROVEMENTS 100979 100979 100979 2

3 BUILDINGS AND FIXTURES 1209909 1209909 1077525 3

4 BUILDING IMPROVEMENTS 4

5 FIXED EQUIPMENT 5

6 MOVABLE EQUIPMENT 2162915 29752 29752 2192687 1748458 6

7 SUBTOTAL 3490803 29752 29752 3520555 2926962 7

8 RECONCILING ITEMS 8

9 TOTAL 3490803 29752 29752 3520555 2926962 9



PROVIDER NO. 14 1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM VERSION: 2008.05

PERIOD FROM 04/01/2007 TO 03 31/2008 IN LIEU OF FORM CMS 255296 9/96 08/20/2008 09:19

PART III RECONCILIATION OF CAPITAL COST CENIERS WORKSHEET A 7
PARTS III & II

COMPUTATION OF RATIOS - ALLOCATION OF OTHER CAPITAL

GROSS OTHER

OPOSS CAPITALIZED ASSETS CAPITAl,

OESCRIPT:CN ASSETS LEASES FOR RATIO INSURANCE TALES RELATED TOTAL
COSTS

1 2 3 4 5 6 8

OLD AP EEL COSTS BLDG 1 FIXT .0C0C2 1

OLO CAP PEL COSTS WJBLE EQUIP .0’000 2

3 NEW CAP REL COSTS BLDG & FIXT 1310888 1310888 .341SS 3

4 NEW CEP REL COSTS MVBLE EQUIP 2192607 219266’ 625941 4

- SOMWAPY OF OLD AND NEW CAPIThL---
OTHER

DEPREC- CAPITAL

DESCRIPTION IATION LEASE INTEREST INSURANCE TALES RELATED TOTAL

COSTS

9 12 11 12 13 14 iS

1 OLD CAP EEL COSTS BLDG & FIXT 1

2 OLD CAP EEL COSTS MUBLE STOlE 2

3 NEW OAF EEL COSTS SLOG & FIXT 17228 33426 1688 53342 3

4 NEW DAN EEL COSTS SIVBLE EQUIP 181802 14112 199913 4

5 TOTAL i9029 33426 16801 249255 5

FART IV - RECONCILIATION OF AMOUNTS FROM WORKSHEET A, COLUMN 2, LINES 1 THRU 4

- SUMMARY OF OLD AND NEW CAPITAL
OTHER

DEPREC CAPITAL

DESCRIPTION IATION LEASE INTEREST INSURANCE TALES RELATED TOTAL
COSTS

9 10 11 12 13 14 15

1 OLD CAP EEL COSTS BLDG & FIXT 1

2 OLD CAP RED COSTS MVBLE EQUIP 2

3 NEW CAP EEL COSTS BLDG & FIXT 17228 17228 3

4 NEW CAP EEL COSTS MVBLE EQUIP 181801 181801 4

S TOTAL 199029 199029 5



OPTIMIZER SYSTEMS, IHC WIN LASH MICRO SYSTEM VERSiON 200805

IN LIEU OF FORM CM5 2552-95 11/98 08/20/2008 0919

WORKSHEET A 8

EXPENSE CLASSIFICATION OH WORKSHEET A TO!

FROM WHICH THE AMOUNT IS TO BE AD,IUSTEO WEST A 7

RASIS AMOUNT COST CENTER LINE NC REF

CUD CAP RED CDSTS-BLCD & FIXT

CUD CAP RED COSTS-MUSLE EQUIP 2

HEW CAP REL COSTS BLDG & FIXT 3

HEW CAP EEL COSTS WVSLE EQUIP 4

35864 ADMINISTRATIVE & GENERAL 6

2135 ACM101STP,AT:VE I DENVRAL 6

26113 CRFETERIA :2

1’Si MEDICAL RECORDS & LIBRARY

PROVIDER NO. 14 1328 HARDIN COUNTY GENERAL HOSPITAL

PERIOD FROM 04/I1/20I TO 03/31/2018

ADJUSTMENTS TO EXPENSES

DESCR:?T:CII

INVESTMENT INCOME CUD BUDGE & F:xTDRKS

II:VESTFEIIT INCCXE OLD MOVABLE EQUIPMENT

3 INVESTMENT III”UWE NEW BUDGE & F:XTURES

4 INVESTMENT INVOWE NEW MOVABIF EQUIPWFNI’

INVESTMENT INCOME OTHER

6 TRADE, QUANTITY, AND TIME DISCOUNTS

7 REFUNDS AND REBATES OF EXPENSES

B RENTAL OF PRC\IDER SPACE BY SUPPLIERS

9 TELEPHCNE SERVICES PAY STATIONS EXCL

11 TELEVIS:ON AND RADIO SERVICE

11 PARKING LOT

12 ?ROV:DEF EASED PHYSICIAN ADJUSTMENT

13 SALE OF SCRAP, WASTE, ETC.

14 RELATED ORGANIZATION TRANSACTIONS

1 LAUNDRY AND LINEN SERVICE

16 CAFETERIA - EMPLOYEES AND GUESTS

RENTAL OF QUARTERS TO EMPLOYEES & OTHERS

18 SALE CF MEDICAL AND SUFGICAI, SUPPLIES TO

OTHER THAN PATIENTS

19 SALE OF DRUGS TD OTHER THAN PATIENTS

1 SALE OF MEDICAL BECORDS AND ABSTRACTS

2: NURSING SCHOOL TUITICN,FEES,BOOKS,ETD.

22 VENDING MACHINES

23 INCOME FROM IMPOSITION OF INTEREST,

FINANCE OR PENALTY CHARGES

24 INTEREST EXP ON MEDICARE OVERPAYMENTS &

BORROWINGS TO REPAY MEDICARE OVERPAYMENT

25 ADO FOR RESPIRATORY THERAPY COSTS IN

EXCESS OF LIMITATION HOSPITAL

26 ADO FOR PHYSICAL THERAPY CDSTS IN

EXCESS OF LIMITATION HOSPITAL

27 ADO FOR HHA PHySICAL THERAPY COSTS IN

EXCESS CF LIMITAION

28 UTIL REVIEW PHYSICIANS’ COMPENSATION

24 DEPRECIATION- OLD BUILDINGS & FIXTURES

31 DEPRECIATION OLD MOVABLE EQUIPMENT

31 DEPRECIATION NEW BUILDINGS & FIXTURES

32 DEPRECIATION NEW MOVABLE EQUIPMENT

33 NON PHYSICIAN ANESTHETIST

34 PHYSICIANS’ ASSISTANT

35 ADO FOR OCCUPATCNAL THERAPY COSTS ID

EXCESS OF LIMITATION - HOSPITAL

35 ADO FOR SPEECH PATHOLOGY COSTS IN

EXCESS CF LIMITATION HOSPITAL

37 INTEREST INCOME

38 INTEREST INCOME

39 INTEREST INCOME

40 INTEREST INCOME

41 INTEREST INCOME

42 CONTRIBUTIONS & DONATIONS

43 BAD DEBT

44 LATE FEES

45 RECRUITING FEES

46 PROVIDER TAX

4’ LOBBING PCRTIDII CF DUES

46 PEUTAL CDST

SI TOTAL

1

4
B
6
7
8
6

11

13

14
15
16
17

18
19
20
21
22

23

24

25

26

27
28
29
30
31
32
33
34

WEST
2

WEST
A8 1

B

A

WEST
A 8-4
WEST
AB 4
WKST
AS 3

WEE” A-8-4
WEST

WKST A 8-4
B
B
B
B
B
A
A

RESPIRATORY THERAPY 19

PHYSICAL THERAPY 50

HDME HEAI,T,6 AGENCY 71

UTILIZATION REVIEW SNF 89

OLD CAP REL COSTS BLDG & FIXT 1

OLD CAP REL COSTS MVBLE EQUIP 2

NEW CAP REL COSTS BLDG & FIXT 3

NEW CAP REL COSTS WVBLE EQUIP 4

NONPNYSICIAN ANESTHETISTS 20

CCCUPATIONAL THERAPY 51 35

SPEECH PATHOLOGY 52 36

NEW CAP RED COSTS-BLDG & FIXT 3 11 3”

ADMINISTRATIVE & GENERAL 6 38

RADIOLOGY DIAGNOSTIC 41 39

ADULTS & PEDIATRICS 25 40

RURAL HEALTH CLINIC 5350 41

ADMINISTRATIVE & GENERAL 6 42

ADMINISTRATIVE & GENERAL 6 43

ADMINISTRATIVE & GENERAL 6 44

ADMINISTRATIVE & GENERAL 6 45

ADMINISTRATIVE & GENERAL 6 46

ADMINISTRATIVE & GENERAL 5 47

C?ERATICN CF PLANT 5 45

214
118
113

32
70

8352
889044

11362

4960

49
501516425



RCVDER ND:. 14-1329 HARD1N COUNTY CENEALL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION: 2108.01

PERICO FROM 04/01/2007 TO 03/31/2008 N LIEU OF FORM CMS-2152-96 9/96;. 08/20/2008 09:19

PROVIDER-SASED pHYsIC:AN ADJUSTMENTS WORKSHEET A-8-2

WEST TOTAL PHYSICIAN! UNAO- PERCENT

A COST CENTER! REMUNERA- PROFES- PROVIDER JUSTEO OF UNAO

LINE PHYSICIAN IDENTIFIER TION INCL SIONAL PROVIDER RCE COMPONENT RCE JUSTEO

NO. FRINOES COMPONENT COMPONENT AMOUNT MOORS LIMIT RCE LIMIT

1 2 3 4 5 5 7 8 9

I S ADMINISTRATIVE 0 OEiIERAL MED STAFF DIRECTOR 31085 31185

3. 4 LAICRATORY AGGREGATE 109298 113198 5101

4 49 RESPIRATORY THERAPY AGGREGATE 38550 38561

S 61 EMERGENCY AGGREGATE 453263 208954 244309

101 TOTAL 721451 440967 280494



PROVIDER NO. I41326 HANDlE COUNTY GENERAL HOSPITAL

PEFOD FROM 04/01/2017 TO 03131120CR

PROVIDER EASED PHYSICIAN ADJUSTMENTS

WKST
A COST CENTER!

LINE PHYsIC:AN IDENTIFIER

I 6 ADMINISTRATIVE & GENERAL MED STAFF DIRECTOP

2 25 ADULTS & PPOATRICS AGGREGATE

3 44 LABORATORY AGGREGATE

4 49 RESPIRATORY THERAPY AGGREGATE

9 60 EMERGENCY AGGREGATE

111 TOTAL

OPTIMIZER SYSTEMS INC. INN LASH MICRO SYSTEM VERSION: 2CI8.9

IN LIEU OF FORM OHS 2592 96 996 I8/20/2I8 09.19

SCRKSHEET A 6 1

COST OF PROVIDER PHYSICIAN PROVIDER

MEMBERSHIP COMPONENT COST CF COMPONENT ADJUSTED ROE

& CONTIN. SHARE OF MALPRACTICE SHARE OF ROE DIS ADJUST

EDUCATION OCLUY.N 12 ONSURANCE 0000ND 14 LIMIT ALLOSAIICE MEET

12 1 14 19 16 1 18

90255
1C3198
.85SI

216954



PFOVIDER NC. 141328 HARDEN COUNTY GENERAL HOSPITAL

PERIOD FROM C4/0/2007 TO 03/31/2108

REASONABLE COST DETERMINATION FOR THERAPY SERVICES

FURNISHED BY OUTSIDE SUPPLIERS ON OR AFTER APR:L il, :998

XX I OCCUPATIONAL I I PHYSICAL I I RESPIRATORY

PART I GENERAL INFORMATION

TOTAL NUMBEP IF WEEKS RORKEC EXCLUOINO AIDES

I. LINE 1 MULTIPLIED BY 15 HOURS PER WERE

3 NUMBER OF VND’..FL:CATEO DAYS ON WHICH SUPERV:SOR DR THERAPIST WAS DII FRCVIDEP SITE

4 NUXEEF OF VIIDCP:ICATEO DAYS CII WHICH THERAPY 055:STANT WAS ON ?ROOER SITE

BUT NEITHS? SUPERVISOR NOR THERAPIST WAS ON PROVIDER SITE

5 NUMBER OF UNOUPLICATED OFFSITE VISITS SUPERVISORS DR THERAPISTS

6 NUMBER OF UNOUPLICATED OFFSITE VISITS THERAPY ASSISTANTS

STANDARD TRACEL EXPENSE RATE

8 OPTIONAL TRAVEL EXPENSE RATE PEE MILE

SUPERVISORS

OPTIMIZER SYSTEMS, INC. WIN-LASH VICRO SYSTEM VERSION 2008.05

IN LIEU OF FORM 0MB 2552 96 11/98 I820/20C5 0919

WO9KBHEET A-8-4
PARTS I & II

I SPEECH PATHOLOGY

4
THERAPISTS ASSISTANTS

‘81 2

I

6
355 7

TRAI’IEES

10
11
12
12 .01
13
13.01

, TOTAL HOURS WORKED 46 - CO

10 ANSEA 80,13 59.67 4475 29.68

11 STANDARD TRAVEL ALLOWANCE 29.84 29.84 22.8

12 NO OF TRAVEL HRS PROV SITE

12.01 MO OF TEASEL HRS OFFSITE,

13 MILES DRIVEN PROV SITE

13.12 MILES DRIVEN OFFSITE

PART II SALARY EQUIVALENCY COMPUTATION

14 SUPERVISORS
15 THERAPISTS

27866 15

16 ASSISTANTS
16

17 SUBTOTAL ALLOWANCE AMOUNT 27866 17

18 AIDES
18

19 TRAINEES
19

II TOTAL ALLOWANCE AMOUNT 2”866 21

21 WEIGHTED AVERAGE RATE EXCLUDING AIDES AND TRAINEES 59.67 21

22 WEIGHTED ALLOWANCE EXCLUDING AIDES AND TRAINEES 46543 22

23 TOTAL SALARY EQUIVALENCY 46543 23



PROVIDER NO. 14-1328 NARDIN COUNTY GENERAL HOSPITAL

PERIOD PROM 04/01/2007 TO 03/31/2008

REASONABLE COST DETERMINATION FOR THERAPY SERVICES

FURNISHED BY OUTsIDE SUPPLIERS ON CR AFTER APRIL 11, 1918

XX I DCCUPAT:0NAL I PHYSICAL I I RESPIRATORY I SPEECH PATHOLOGY

PART III - STANDARD AND OPTIONAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE COMPUTATION - pRov:DER SITE

STANDARD TRAVEL ALLOWANCE

24 THERAPISTS

21 ASSISTANTS

IS SOBTOTAL
27 STANDARD TRAVEL EXPENSE

28 TOTAL STANDARD TRAVEL ALLOWANCE AND STANDAWD TRAVEL EXPENSE AT THE PROVIDER SITE

OPTIONAL TRAVEL ALLOWANCE AND OPTIONAL TRAVEL EXPENSE

29 THERAPISTS
29

30 ASSISTANTS
30

31 SUBTOTAL
31

32 OPTIONAL TRAVEL EXPENSE
32

33 STANDARD TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE 33

34 DPTIDNAL TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE 34

31 OPTIONAL TWAVEL ALLOWANCE A_ND OPTIONAL TRAVEL EXPENSE 35

PART IV - STANDARD AND OPTIONAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE COMPUTATION SERVICES OUTSIDE PROVIDER SITE

STANDARD TRAVEL EXPENSE

36 THERAPISTS

37 ASSISTANTS

38 SUBTOTAL
39 STANDARD TRAVEL EXPENSE

OPTIONAL TRAVEL ALLOWANCE AND OPTIONAL TRAVEL EXPENSE

41 THERAPISTS

41 ASSISTANTS

42 SUBTOTAL
43 OPT IDNAL TRAVEL EXPENSE

TOTAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE - OFFSITE SERVICES

44 STANDARD TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE

45 OPTIONAL TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE

46 OPTIONAL TRAVEL ALLOWANCE AND OPTIONAL TRAVEL EXPENSE

OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM

IN LIEU OP PORN CMS-25S2-96 (11/98)

VERSION: 2118.15
08/20/2008 09:19

WORKSHEET A-8-4
PARTS :11 & IV

25
26
27
28

36
37

38
39

40
41
42
43

45
46



PROVIDER NO. i41328 HARDIN COUNTY GENERAL HOSPITAL

PERIOD FROM 04/01/2007 TO 03/31/2008

REASONABLE COST DETERMINATION FOR THERAPY SERVICES

FURNISHED BY OUTSiDE SUPPLIERS ON OR AFTER APRIL

XX j OCCUPATIONAL

PART V - OVERTIME COMPUTATION

OURING REPORTING PERIOD

46 OVERTIME RATE

49 TOTAL OVERTIME

CALCULATION OF LIMIT

SO PERCENTAGE OF OVERTIME

HOURS BY CATEGORY

51 ALLOCATION OF PROVIDER’ S

STANDARD MORKYEAR FOR ONE

FULL TIME EMPLOYEE TIMES

THE PERCENTAGES ON LINE 50

DETERMINATION OF OVERTIME ALLOWANCE

32 ADJUSTED HOURLY SALARY

EQUIVALENCY AMOUNT

53 OVERTIME COST LIMITATION

54 MAXIMUM OVERTIME COST

55 PORTION OF OVERTIME ALREADY

INCLUDED IN HOURLY

COMPUTATION AT THE AHSEA

56 OVERTIME ALLOWANCE

PART VI COMPUTATION OF THERAPY LIMITATION AND EXCESS COST ADJUSTMENT

57 SALARY EQUIVALENCY AMOUNT

58 TRAVEL ALLOWANCE AND EXPENSE PROVIDER SITE

59 TRAVEL ALLOWANCE AND EXPENSE OFFSITE SERVICES

60 OVERTIME ALLOWANCE

61 EQUIPMENT COST

62 SUPPLIES

63 TOTAL ALLOWANCE

64 TOTAL COST OF OUTSIDE SUPPLIER SERVICES

65 EXCESS OVER LIMITATION

OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION, 2i08O5

IN LIEU OF FORM CMS-2552-96 (11/98 08/20/2008 0919

MORESHEET A-8-4

LI, 1998 PARTS V,VI & VII

I PHYSICAL I RESPIRATORY I I SPEECH PATHOLOGY

THERAPISTS ASSISTANTS AIDES TRAINEES TOTAL

48
49

52

54
55

56

46543 57
58
89
60
61
62

46543 63
27994 64

65



PROVICER NC 14-1328 HARON COUNTY GENERAL HOSPITAL

PERICO FROM 04/012117 TO 03/31/2:38

REASONABLE COST OETERM:NAT:Oo FOR THERAPY SERU:CEs

FJRN:SHED BY OUTS:OE SUPPLIERS ON OR AFTER APRIL CI. :996

XX I OCCUPATIONAL I I PHYSICAL I RESPIRATORY I I SPEECH PATHCLOGY

PART VII ALLOCATION OF THERAPY EXCESS COST OVER LIMITATION FOR NONSHAREL THERAPY OEPARTMENT SERVICES

ES COST OF OOTS:DE SU?PL:ER SEPv:OES HOSPITAL

TOTAL COST

66 RATIO OF COST CR CUTS:OE SUPPLIES SERVICES TO TOTAL COST HOSP:TAL

SE EXCESS OF COST OVER L:M:TAT:Oo - HOSp:TAL

71 TOTAL EXCESS OF COST OVER LIMITATION

OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM VERSION: 200805

IN LIEU OF PORN OMS 25829611/98 16/20/2116 09:19

WORKSHEET A 8 4
PESTS U, C: VII

27994 66
2’954 67

CIIIC 68

0 70



PROCIDER 01’. 14-1323 HARDIN COUNTY DENERAL NOSP:TAL

PERIOD FROI4C4/Il/2317 TO 03/31/2118

REASONABLE COST DETERMINATION FOR TNERAPY SEF’,ICES

FURNISHED BY OUTSIDE SUPPLIERS ON OP AFTER APR30 10, 1998

I OCCUPATIONAL [ XX I PHYSICAL I RESPIRATORY

PAST I GENERAL INFORMATION

1 TOTAL NUMBS? IF WEEKS WORKEO EXCLUDING AIDES

2 LINE 1 MULTIP,.UEO BY 15 HCURS PER WEEK

3 NUMBS? OF UNDUPLICATEO DAYS ON WHICH SUPEPUISOP OF THERAPIST WAS ON PROVIDE? SITE

- NUMBER CF UNDUPLICATEO DAYS COPHIC’S TRERAPY ASSISTANT WAS ON PRO’. lORE SITS

BUT NEITHER SUPERVISOR NCR THERAPIST WAS ON PFOO lOSE SITE

5 NUMBS? OF UNOUPLICATED OFFSITE VISIFS SUPEPVISORS OP THERAPISTS

6 NURSER OF UNDUPLICATED OFFSITE VISITS THERAPY ASSISTANTS

7 STANDARD TRAVEL EXPENSE RATE

B OPTIONAL TRAVEL EXPENSE PATE PER MILE

SUPERVISORS ASSIS”ANTS

‘IQ I

OPTIMIZER SYSTEMS, INC. WIN LASH. ,MICRO SYSTEM VEPSION: 2018.15

IN LIEU OF FORM CR5 2532 96 11/58 18/21/2008 09:19

WORKSHEET A 84
PARTS I & II

1

SPEECH PATHOLOGY

AIDES
4

9 TOTAL HOURS WORKED 3,2.IC

10 ASISEA 84.KE 62.96 47.22 31.31 11

11 STANDARD TRAVEL ALLOWANCE 31.48 31.48 23.61 11

12 NO OF TRAVEL HRS PROV SITE 12

12.01 NO OF TRAVEL HRS -OFFEITE 12.01

13 MILES DRIVEN PROV SITE 13

13.31 MILES OFIVEN OFFSITE
13 Il

PART II SALARY EQUIVALENCY COMPUTATION

14 SUPERVISORS
14

15 THERAPISTS
15

16 ASSISTANTS
16

17 SUBTOTAL ALLOWANCE AROUNT
17

18 AIDES
18

1.9 TRAINEES
19

21 TOTAL ALLOWANCE AMOUNT
21

21 WEIGHTED AVERAOE RATE EXCLUDING AIDES AND TRAINEES 21

22 WEIGHTED ALLOWANCE EXCLUDING AIDES AND TRAINEES 22

23 TOTAL SALARY EQUIVALENCY
23

20903

20903

21913
62 .96
49109
49109



PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL

PERIOD FROM 04/01/2007 TO 03/31/2008

REASONABLE COST DETERMINATION FOR THERAPY SERVICES

FURNISHEC BY OUTSIDE SUPPLIERS ON OR AFTER APRIL 10, 1998

OCCUPATIONAL [ XX I PHYSICAL RESPIRATORY I SPEECH PATHOLCGY

PART III STANCARD AND OPTIONAL TRAVEL ALLOWANCE AND TRAVEL EX?ENSE CCMPTTATOK - PROVIDER SITE

STANDARD TRAVEL ALLOWANCE

24 THERAPISTS

25 ASSISTANTS

26 SUBTOTAL

27 STANDARD TRAVEL EXPENSE

2-9 TOTAL’ STANDARD TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE AT THE PROVIDER SITE

OPTIONAL TRAVEL ALLOWANCE AND OPTIONAL TRAVEL EXPENSE

29 THERAPISTS

30 ASSISTANTS

31 SUBTOTAL
32 OPTIONAL TRAVEL EXPENSE

33 STANDARD TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE

34 OPTIONAL TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE

39 OPTIONAL TRAVEL ALLCWANCE AND OPTIONAL TRAVEL EXPENSE

PART IV - STANDARD AND OPTIONAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE COMPUTATION SERVICES OUTSIDE PROVIDER SITE

STANDARD TRAVEL EXPENSE

36 THERAPISTS

37 ASSISTANTS

38 SUBTOTAL
39 STANDARD TRAVEL EXPENSE

OPTIONAL TRAVEL ALLOWANCE AND OPTIONAL TRAVEL EXPENSE

40 THERAPISTS

41 ASSISTANTS

42 SUBTOTAL
43 OPTIONAL TRAVEL EXPENSE

TOTAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE - OFFSITE SERVICES

44 STANDARD TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE

45 OPTIONAL TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE

46 OPTIONAL TRAVEL ALLOWANCE AND OPTIONAL TRAVEL EXPENSE

OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM

IN LIEU OF FORM CMS-25S2-96 11/98)

VERSION 2008.06

08/20/2008 0919

WORKSHEET A-8-4

PARTS III 0 IV

24

26

28

29
31
31
32
33
34
35

36
37
38

40
41
42
43

44
45
46



PROVIDER ND. 14-1328 HARDIN COUNTY GENERAL HOSPITAL

PERIOD FROM 04/01/2007 TO 03/31/2008

REASONABLE COST DETERMINATION FOR THERAPY SERVICES

FURNISHED BY OUTSIDE SUPPLIERS ON OR AFTER APRIL 10, 1998

I OCCUPATIONAL I XX I PHYSICAL

PART OVERTIME COMPUTATION
TRERARESTS

OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION: 200805

IN LIEU OF FORM CMS-2952-96 (11/98 08/20/2008 09:9

WORKSHEET A-8-4
PARTS V,VI & VII

I RESPIRATORY SPEECH PATHOLOGY

TRAINEES

47 OVERTIME HOURS WORKED
DURING REPORTING PERIOD

48 OVERTIME RATE

49 TOTAL OVEETIME
CALCULATION OP LIMIT

50 PERCENTAOE OF OVERTIME

HOUES BY CATEGORY
51 ALLOCATION CF PROVIDER’S

STANDARD WOEKYEAR FOR ONE

FULL TIME EMPLOYEE TIMES

THE PERCENTAGES ON LINE 50

DETERMINATION OF OVERTIME ALLOWANCE

92 ADJUSTED HOURLY SALARY

EQUIVALENCY AMOUNT

93 OVERTIME COST LIMITATION

54 MAXIMUM OVERTIME COST

55 PORTION OF DVERTDIE ALREADY

INCLUDED IN HOURLY

COMPUTATION AT THE AHSEA

56 OVERTIME ALLOWANCE

PART VI - COMPUTATION OF THERAPY LIMITATION AND EXCESS COST ADJUSTMENT

97 SALARY EQUIVALENCY AMOUNT

58 TRAVEL ALLOWANCE AND EXPENSE - PROVIDER SITE

59 TRAVEL ALLOWANCE AND EXPENSE - OFFSITE SERVICES

60 OVERTIME ALLOWANCE

61 EQUIPMENT COST
62 SUPPLIES
63 TOTAL ALLOWANCE

64 TOTAL COST OF OUTSIDE SUPPLIER SERVICES

65 EXCESS OVER LIMITATION

47

48
49

50

52

53
54
cc

56

49109 57
58
59
60
61
62

49109 63
19898 64

65



PEDVIDER NC. 14 1328 HAROlD COUNTY CENERAL HOSPITAL

PERIOD FROM 04/01/2307 TO 03/31/2218

REASONABLE COST DETERMINATION FOR THERAPY SERL ICES

FURNISHED BY OUTSIDE SUPPLIERS ON OR AFTEP APRIL iO, 998

OCCUPATONAL [ XX PHYSIOAI [ ] RESPIRATORY [ SPEECH PATHOLOGY

PART VII ALLOCATION OF THERAPY EXCESS COST OVER LIXITATloI FOR NCNSHAFED THERAPY CEPAETMENT SERVICFS

SE COST CF OUTSIDE SCPPLEF SSPVCSS HOSF:TAL

TOTAL COST

58 PATIO OF COST CF OUTSIDE SUPPLIES SERVICES TO TOTAL COST HOSPITAL

EXCESS OF COST OVER L:M:TATICN HOSPITAL

7/ TOTAL EXCESS OF COST OVER LIM:TATI0U

OPTIMZR SYSTEMS, INC. SIN LASH MICRO SYSTEM VERSION: 2008.15

IN LIEU OF FORM CMS 2552 95 .11’S8. 19/20/2008 29:19

SIORRSHRET A 8-4
PARTS U, -.-l & U:

Oh

155,6 9’

1 70



PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL

PERIOD FROM 04/01/200’ TO 03/31/2008

EEASONABLS COST DETERMINATION FOP THERAPY SERv:OSS

FURNISHED BY DUTSIDE SU-PLIERS ON CR AFARR APR:L 11, 199

OCCUPATOONAC

PART I GENERAL INFORMATION

NUNBE? OF WRENS WORKED EXCLUDING AIDES

I LINE I MULTIPLIED BY 15 HOURS PER WEEK

3 NUMBER OF UNCUPLICATED DAYS ON HICH SUPERVISOR OR THERAPIST WAS ON PROVIDER SITE

4 NUMBER OF U:IDUPLIOATED OAYS ON WHICH THERAPY ASSISTANT RAE ON PROVIDER SITE

BUT NEITHER SUPERVISOR NOR THERAPISI WAS OH PROVIDER SITE

S NUMBER OF UNDUPLICATED OFFSITE VISITS SUPERVISORS OR THERAPISTS

6 NUMBER OF UNOUPLICATED OFFSITF VISITS THERAPY ASSISTANTS

7 STANDARD TRAVEL EXPENSE RATE

8 OPTIONAL TRAVEL EXPENSE RATE PER MILE

2

4

S
6

OPTIMIZER SYSTEMS, INC. NIH LASH MICRO SYSTEM VERSION: 2008.05

IN LIEU OF FORM UMS 2SS2 96 11/98 08/20/2008 09:19

MORESHEBT A-8 4
PARTS I II

PHYSICAL [ RESPIRATORY XX I SPEECH PATHOLOGY

SUPERVISO9S THERAPISTS ASSISTANTS AIDES TRAINEES

1 2 3 4 5

9 TOTAL HOURS WORKED 7$.S1

II AHSEA 7.OI S.33 43.30 11

Il STANDARD TRAVEL ALLOWANCE 28.6 28.6’ 21.53 11

12 NO OF TRAVEL HRS PROV SITE 12

12.21 NO OF TRAVEL HRS OFFEITE 12.01

13 MILES DRIVEN PROT SITE 13

11 31 MILES DRIVEII OFFSITE 13.01

PART II - SALARY EQUIVALENCI COMPUTATION

14 SUPERVISORS 14

15 THERAPISTS 4472 15

16 ASSISTANTS 16

17 SUBTOTAL ALLOWANCE AMOUNT 4472 17

18 AIDES 18

19 TRAINEES 19

20 TOTAL ALLOWANCE AMOUNT 4472 21

21 WEIGHTED AVERAGE RATE EXCLUDING AIDES AND TRAINEES 57.33 21

22 WEOHTED ALLOWANCE EXCLUDING AIDES AND TRAINEES 38698 22

23 TOTAL SALARY EQUIVALENCY 38696 23



OPTIMICER SYSTEMS, INC. E’:N LASH MICRO S?STEM

IN LIEN CF FORM OIlS 2562 96 11/98
PROVIDER NO, 14 1326 HAPOIN COUNTY ‘OENERAL HOSPITAL

PERIOD FROM 04/01/1307 TO 03/31/2118

REASONABLE COST DETERMINATION FOR THERAPY SERCICES

FURNISHED BY OUTSIDE SUPPLIERS ON OR AFTER APRIL 10, 1998

I OCCUPATIONAL [ I PHYSIcAL I J RESPIRATORY XX I SRAECH PATHLLOJY

PART III SIANDARD PlOD OPTIONAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE COMPUTATION PPOVIDEE SITE

STANDARC TRAVEL ALLOWANCE

24 THERAPISTS
26 ASSISTANTS
26 SIJALOTAL
2” STANDARC TRAVEL EXPENSE

28 TOTAL STANDARL TRAVEl ALLLNANCE AND STANDAHO TRAVEL EXPENSF AT THE PROVIDER SITE

DPT’ONAL TRAVEL ALLOWANCE AND OPTIONAL TRAVEl EXPENEF

29 THERAPISTS
3, ASSISTANTS
31 SUBTOTAL
32 OPTICNAL TRAVEL EXPENSE

33 STANDARD TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE

34 OPTIONAL TRAVEL ALLOWANCE AND STANDARD TP_BVEL EXPENSE

35 OPTIONAL TRAVEL ALLORANCE AND OPTIONAL TRAVEL EXPENSE

PANT IV STANDARD AND OPTIONAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE COMPUTATION SEPVICES OUTSIDE PROVIDEF SITE

STANDARD TRAVEL EXPENSE

36 THERAPISTS
37 ASSISTANTS
38 SUBTOTAL
3 STANDARD TRAVEL EXPENSE

OPTIONAL TREVEL ALLOWANCE AND OPTIONAL TRAVEL EXPENSE

40 THERAPISTS
41 ASSISTANTS
42 SUBTOTAL
43 OPTIONAL TRAVEL EXPENSE

TOTAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE OFFSITE SERVICES

44 STANDARD TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE

46 OPTIONAL TPAUEI ALLOWANCE AND STANDARD TRAVEL EXPENSE

46 OPTIONAL TRAVEL ALLOWANCE AND OPTIONAL TRAVEL EXPENSE

VEREIDN 2008 05
I8’2I/230E 0919

ECR?ISNEET A 8 I
PARTS III I IV

24

26
77

29
30
31
32
33
34
35

36
37
38
39

40
41
42
43

44
46
46



PROVIDER CO. 14 1328 HAFOIN COUNTY GENERAL HOSPITAL

PERIOD FROM 04/11/2007 TO 03/31/2018

REASONABLE COST DETERMINATION FOR THERAPY SERVICES

FURNISHEO BY OGTSIDE SUPPLIERS ON OR AFTER APPIL 10, 1998

OCCUPATIONAL [‘PHYSICAL

PART V OVERTIME COMPUTATION
THERAPISTS ASS ISTANTS

OVERTIME HOURS WCRKRC

DURING RRPORTIRG PER:CD

48 OVRTIXE RATE

49 TOTAL OVERTIME

CALCULATION OF LIMIT

SO PERCENTAGE OF OVERTIME

HOURS BY CATEGORY

51 AI,LCCATICN OF PROVIDER’S

STANDARD WORKYEAR FOR ONE

FULL TIME EMPLOYEE TIMES

THE PERCENTAGES ON LINE 50

DETERMINATION OF OVERTIME ALLOWANCE

92 ADJUSTED SOURLY SALARY

EQU:VALENCY AMOUNT

s3 OVERTIME COST LIMITATION

54 MAXIMUM OVERTIME COST

55 PORTION OF OVERTIME ALREADY

INCLUDED IN HOURLY

COMPUTATION AT THE AHSEA

56 OVERTIME ALLOWANCE

PART VI COMPUTATION IF THERAPY LIMITATION AND EXCESS COST ADJUSTMENT

57 SALARY EQUIVALENCY AMOUNT

S8 TRAVEL ALLOWANCE AND EXPENSE PROVIDER SITE

59 TRAVEL ALLOWANCE ARC EXPENSE - CFFSITE SERVICES

60 OVERTIME ALLOWANCE

61 EQUIPMENT COST

62 SUPPLIES

63 TOTAL ALLOWANCE

64 TOTAL COST OF OUTSIDE SUPPLIER SERVICES

65 EXCESS OVER LIWITATICN

OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM VERSION: 200.05

IN LIEU OF FORM CMS 2962 96 Li/SB 18/20/2018 19:9

WORKSHEET A 8 4
PARTS V,VI & VII

RESPIRATORY XX J SPEECH PATHOLOG

AIDES TRAINEES TOTAL

3 4 5

47

48

50

52

53

55

38698 57
58
59

61
62

38698 63
4662 64

65



?ROVICER NO. 14 1328 HARCIN Coui GENERAL HOSPITAL

PERIOD FROM 14/01211’ TO 03’31/2008

REASONABLE COST DETERMINATION FOR THERAPY SEFVICES

FURNISHED BY OUTSIDE SUPPLIERS ON OR AFTER APRIL .I, 1998

I OCCUPATIONAL I ] PHYSICAL F RESPIRATORY [ XX I SPEECH PATHOLOGY

FART VII ALLOCATLCN OF THERAPY EXCESS COST ClEF L:MITAT:cN FOR 010SNAREC THERAPY CEPAFTMENT SEW’ICES

66 COST CF CUTSICR SUPPLIEF SERVICES NOSpITAL

6 TOTAL COST

68 RATIO OF COST OF OUTSIDE SUPPLIER SERVICES TO TOTAL COST HOSPITAL

69 EXCESS OF COST OVER LIMITATION HOSPITAL

C TOTAL EXCESS OF COST OVER LIMITATION

OPTIMIZER SYSTEMS, INC WIN LASH MICRO SYSTEM VERSION 2118.19

N LIEU OP FORM CMS-2552 96 11/98 12/21/2018 09:19

WORKSHEET A 8 4
PARTS V,VI & VII

4862 66
4662 67

1.000010 68
0 69
0 70



PROVIDER NO 14 -1328 HARDIN COUNTY GENERAL HOSPITAL

PERIOD FROM 04/01/2007 TO 03/31/2008

OPTIMISER SYSTEMS, INC. WIN LASH MICRO SYSTEM VERSION 200805

IN LIEU OF FORM CMS 2552-96 -9/971 08/20/2008 0919

COST ALLOCATION - GENERAL -SERVICE COSTS WORKSHEET B

GENERAL SERVICE COST CENTERS

OLD CAP EEL COSTS-BLDG & FIXT

OLD CAP REL O--STS-MVBLE EQU:p

NEW HAP REL COSTS-BLDG & FIXT

NEW CAP EEL COSTS -MVBLE EQUIP

EMPLOYEE BENEFITS
ADMINISTRATIVE & GENERAL

MAINTENANCE & REPAIRS
OPERATION OF PLANT
LAU310EY & LINEN SERVIOE

HOUSEKEEPING
DIETARY
CAFETERIA
MAINTENANCE OF PERSONNEL

HORSING ADMINISTRATION
CENTRAL SERVICES & SUPPLY

PHARMACY
MEDICAL RECORDS & LIBRARY

SOCIAL SERVICE
NONPHYSICIAN ANESTHETISTE

NURSING SCHOOL
I&R SERVICES-SALARY & FRINGES A

I&R SERVICES-OTHER PRGM COSTS A

PARAMED ED PRGM- SPECIFY)
IMPATIENT ROUTINE SERV COST CENTERS

ADULTS & PEDIATRICS
ANCILLARY SERVICE COST CENTERS

RADIOLOGY-DIAGNOSTIC
LABORATORY
BLOOD CLOTTING FACTORS ADMIN CO

RESPIRATORY THERAPY

PHYSICAL THERAPY
OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
MEDICAL SUPPLIES CHANGED TO PAT

DRUGS CHARGED TO PATIENTS

OUTPATIENT SERVICE COST CENTERS

EMERGENCY
OBSERVATION BEDS )NON-DISTINCT

RURAL- HEALTM CLINIC
FQHC
OTHER REIMBURSABLE COST CENTERS

CMHC
OUTPATIENT PHYSICAL THERAPY

OUTPATIENT OCCUPATIONAL THERAPY

OUTPATIENT SPEECH PATHOLOGY

HOME HEALTH AGENCY

SPECIAL PURPOSE COST CENTERS

PANCREAS ACQUIS IT ION

INTESTINAL ACQUISITION

ISLET CELL ACQUISITION

SUBTOTALS
NONREIMBURSABLE COST CENTERS

GIFT, PLOWER, COFFEE SHOP & CAN

VENDING MACHINE

CROSS FOOT ADJUSTMENTS
NEGATIVE COST CENTER

TOTAL

NEW CAP EMPLOYEE
MOVABLE BENEFITS

EQUI PMENT
4 5

522 1923
1101 4060

ADMINI S

SUBTOTAL TRATIVE &
GENERAL

5A 6

OPERATION LAUNDRY
OP PLANT & LINEN

SERVICE
8 9

396136
24117 141543 9

937 4731 C
24577 5155 11

11049 12

49971 14
‘B

10551 16

23363 17

4606 18
20
21
22
23
24

11478S 109709 25

36992 3065 41

14236 44
46.31

10551 49

20516 11112 50
51
B2

5276 53

11137 55
56

27445 7881 61
62
63.50
63 .61

69.10
69.20
69.30
69.40

COST CENTER DESCRIPTION
NET EXP NEW OAF
FOR COST BLDGS &

ALLOCATION FIXTURES

53342
195913 195513

72699 72699

1434801 8685 32038 9223 1484751 1484751

300889 5285 19499 1968 327544 70552

84645 2384 5792 752 96606 20820

37594 83 315 14 139453 31055

136795 1431 5960 855 149043 32121

55834 994 3663 645 62-136 13391

78612 4941 18217 993 102763 22147

4381 55 4436 956

243970 1043 3846 2514 251373 54175

270846 2310 8517 3096 284769 61373

616-74 455 1979 689 64697 13943

1273492 11351 41545 1S737 1342425 289319

713775 3657 13485 5615 736532 158736

942212 1407 5191 5323 954132 205633

189190 1043 3846 2527 196506 42351

1458-13 2028 7479 1090 1594:0 34356

43344 520 46309 9980

144669 164 149994 32326

369959 369959 79733

4974 01 2714 10005 8948- 519165 111868

902739 10584 913323 1-96839

3
4

6
7

11
Ii

13
‘4
15
16
17

21-
21

23
24

25

4’
44
46.31

51
52
53
55
56

62
63 - 50
63.60

69.10
69.20
69,30
69.40

85.02
85.03
95

96
96.01
101

103

85.01
85,12
85.03

8358695 52440 193349 72699 8355229 1480713 389009 141543 95

695 2564 3299 702 7034 96

15274 207 15481 3336 2093 96.01
‘II
102

83’3969 93342 95913 72999 8373969 484751 398136 141543 103



PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL

PERIOD FROM 04/01/2007 TO 03/31/2008

COST ALLOCATION
- GENERAL SERVICE COSTS

OPTIMIZER SYSTEMS. INC. WIN-LASH MICRO

IN LIEU OF FORM CMS- 2552-96 997
SYSTEM VERSION: 200805

08/20/2108 09:19

PART I

COST CENTER DESCRIPTION
HOUSE
KEEPING

DIETARY CAFETERIA NURSING
ADMINIS -

TRATION

10 11 12 14

CENTRAL PHARMACY
SERVICES &
SUPPLY

19 16

MEDICAL SOCIAL

RECORDS & SERVICE

LI BRARY
17 18

4

211456
5635

195821

GENERAL SERVICE COST CENTERS

I OLD CAP REL COSTS-BLDG & FIXT

2 OLD CAP REL COSTS-MVBLE EQUIP

3 HEM CAP REL COSTS-BLDG & FIXT

4 NEW CAP EEL CCSTS-MVBLE EQUIP

5 EMPLOYEE BENEFITS

6 ADMINISTRATIVE & GENERAL

7 MAINTENANCE & REPAIRS

8 OPERATION OF PLANT

9 LAUNDRY & LINEN SERVICE

10 HOUSEKEEPING

11 DIETARY

12 CAFETERIA

13 MAINTENANCE OF PERSONNEL

14 NURSING ADMINISTRATION

19 CENTRAL SERVICES & SUPPLY

16 PHARMACY
17 MEDICAL RECORDS & LIBRARY

18 SOCIAL SERVICE

20 NONPHYSICIAN ANESTHETISTS

21 NURSING SCHOOL

22 I&R SERVICES-SALARY & FRINGES A

23 I&R SERVICES-OTHER PRGM COSTS A

24 PARANED ED PRGM-BPECIFY)

INPATIENT ROUTINE SERV COST CENTERS

25 ADULTS & PEDIATRICS

ANCILLARY SERVICE COST CENTERS

41 RADIOLOGY-DIAGNOSTIC

44 LABORATORY

46.30 B-LOGO CLOTTING FACTCRS ADMIN CO

49 RESPIRATORY THERAPY

50 PHYSICAL THERAPY

51 OCCUPATIONAL THERAPY

52 SPEECH PATHOLOGY

53 ELECTROCARRDOL-OGY

55 MEDICAL SUPPLIES CHARS-ED TO PAT

56 DRUGS CHA] ORG -TO PATIENTS

OUTPATIENT SERVICE COST CENTERS

61 EMERGENCY

62 OBSERVATION BEDS (NON-DISTINCT

63.50 RURAL HEALTH CLINIC

63.60 FQHC
OThER REIMBURSABLE COST CENTERS

69.10 CMNC
69.20 OUTPATIENT PHYSICAL THERAPY

69.30 OUTPATIENT OCCUPATIONAL THERAPY

69.40 OUTPATIENT SPEECH PATHOLOGY

71 HOME HEALTH AGENCY

SPECIAL PURPOSE COST CENTERS

59.01 PANCREAS ACQUISITION

85.02 INTESTINAL ACQUISITION

85.13 ISLET CELL ACQUISITION

95 SUBTOTALS

NONREIMBURSABLE COST CENTERS

96 GIFT, FLOWER, COFFEE SHOP & CAN

96.11 VENDING MACHINE

101 CROSS FOOT ADJUSTMENTS

112 NEGATIVE- COST CENTER

113 TOTAL

11275
604
149

21

1254

329
6155

126
140

2094

175076 10

11530 222426 11

4714 95496 18575.6 12
13

23444 3131 14

248 15

4950 5652 16

10961 15123 17

2161 1528 86956 18
20
21
22

24

53850 126930 63754 86956 25

17354 191- 32 41

6679 17204 44
46.30

4950 8554 49

9625 4373 50
91
92
93
55
56

61
62
63 .51
63 .60

395738

254922

34118
14635

327305

315817

2475
5225

12876

859
783

14512 135 2424

30933 269 11488 89639

69.10
69.21

69.30
69.40
71

85,01
85.02
85.13

172794 222426 18586 211456 11275 32730-5 395738 869-56 99

3300 96

982 96.01

101

175O”6 222426 155786 201456 11275 327305 39RD38 56556 103



PROVIDER NO. 14-1328 HAROIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. MIII- LASH MICRO SYSTEM VERSION: 201815

PERIOD FROM 04/01/2017 TO 03/3i/20I8 IN LIEU OF FORN CYS-2552-96 9/97 08/21/2008 09:19

COST ALLOCATION - GENERAL SERVICE COSTS WORKSHEET B
PART I

I&R COST &

COST CENTER DESCRIPTION SUBTOTAL POST STEP- TOTAL

DOWN ADJS

20 26 27

GENERAL SERVICE COST CENTERS

1 OLD CAP REL COSTS-BLDG & PINT 1

2 OLD CAP EEL COSTS-MVSLE EQUIP 2

3 HEM CAP EEL COSTS-BLDG & FIXT 3

4 1:514 CAP EEL COSTS- MVSLE EQUIP 4

S EMPLOYEE BENEFITS
S

6 ADMINISTRATIVE S GENERAL

7 MAINTENANCE & REPAIRS
7

8 OPERATION OF PLANT
8

8 LAUNDRY & LINEN SERVICE

10 HOUSEKEEPING
10

ii DIETARY
11

12 CAFETERIA
12

13 MAINTENANCE OF PERSONNEL 13

14 NURSING ADMINISTRATION 14

15 CENTRAL SERVICES & SUPPLY 15

16 PHARMACY
16

17 MEDICAL RECORDS & LIBRARY 17

18 SOCIAL SERVICE
19

21 NONPHYSICIAN ANESTHETISTS 20

21 NURSING SCHOOL
21

22 I&R SERVICES SALARY & FRINGES A 22

23 i&R SERVICES-OTHER PRGM COSTS A 23

24 PARAMED ED PROM- (SPECIFY( 24

INPATIENT ROUTINE SERV COST CENTERS

20 ADULTS & PEDIATRICS 2639725 2639720 20

ANCILLARY SERVICE COST CENTERS

41 RADIOLOGY-DIAGNOSTIC 1006257 1106207 41

44 LABORATORY 1218674 1218674 44

46.31 BLOOD CLOTTING FACTORS ADMIN CO 4630

49 RESPIRATORY THERAPY 263038 263038 49

SO PHYSICAL THERAPY 239422 239422 50

Si OCCUPATIONAL THERAPY 51

52 SPEECH PATHOLOGY
B2

03 ELECTROCARDIOLOGY 64899 64899 03

50 MEDICAL SUPPLIES CHARGED TO PAT 201509 201509 55

56 DRUGS CHARGED TO PATISNTS 765009 760509 56

OUTPATIENT SERVICE COST CENTERS

61 EMERGENCY 696209 696209 61

62 OBSERVATION BEDS (NON-DISTINCT 62

63.00 RURAL HEALTH CLINIC 1242490 1242490 63.00

63.60 FQHC
63.61

OTHER REIMBURSASLE COST CENTERS

69_jo CMHC
69.10

69.21 OUTPATIENT PHYSICAL THERAPY 69.20

6931 OUTPATIENT OCCUPATIONAL THERAPY 69.30

69.40 OUTPATIENT SPEECH PATHOLOGY
69.40

71 HOME HEALTH AGENCY
71

SPECIAL PURPOSE COST CENTERS

83.11 PANCREAS ACQUISITION 85.11

83.12 INTESTINAL ACQUISITION 80.12

80.03 ISLET CELL ACQUIS:TIOI-I 80.03

90 SUBTOTALS 8337782 833778-2 95

NONREIMBURSABLE COST CENTERS

96 GIFT, FLOWER, COFFEE SHOP & CAN 14280 14290 96

96.01 VENDING MACHINE 21892 21892 96.01

111 CROSS FOOT ADJUSTMENTS 101

110 NEGATIVE COST CENTER 102

113 TOTAL 6373969 103



PROV:DER 110. 14 1328 HEROIN COUNTY OENERAL HOSPITAL

P851CC FROM 04/01/2017 TO 03/31/2OC

ALLOCATION OF NEW CAPITAL RELATED COSTS

o:E ASSGOO NEW CAP

CAP EEL SLEDS &

COSTS FIXTURES

0 3

OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM VERSICIL 2108.15

IN LIEU OF FORM IMP 2S2 96 9/96 08/20/2008 39.19

WORKSHEET B
PART III

CAP EEL
COST TO

BE ALLCC
4A

ADMINIS OPERATION

TRAT:VE & OF PLANT

GENERAL

HOUSE
KESPNG

GENERAL SERVICE COST CENTERS

I OLD CAP REL COSTS-BLDG & FIXT

2 OLD OAF REL COSTS MVSLE EQUIP

3 MEW CAP EEL COSTS SLOG & FIXT

4 NEW CAP REL COSTS-MVSLS EQUIP

S EMPLOYEE BENEFITS

6 ADMINISTRATIVE & GENERAL

MAINTENANCE & REPAIRS

8 OPERATION OF PLANT

9 LAL’ECRY 0. LINEN SERVICE

10 HOUSEKEEPING

11 DIETARY

12 CAFETERIA

13 MAINTENANCE OF PERSONNEL

14 NURSING ADMINISTRATION

15 CENTRAL SERVICES & SUPPLY

16 PHARMACY

17 MEDICAL RECORDS & LIBRARY

18 SOCIAL SERVICE

20 NDNPHYSICIAN ANESTHETISTS

21 NURSING SCHOOL

22 I&R SERVICES-SALARY & FRINGES A

23 I&P SERVICES-OTHER P3GM COSTS A

24 PARAMED ED PROM SPECIFY

INPATIENT ROUTINE 5SRV COST CENTERS

25 ADULTS & PEDIATRICS

ANCILLARY SERVICE COST CENTERS

41 RADICLOGY DIAGNOSTIC

44 LABORATDRY

45.30 BLOOD CLOTTING FACTORS EDWIN CO

49 RESPIRATORY THERAPY

SI PHYSICAL THERAPY

51 OCCUPATIONAL THERAPY

52 SPEECH PATHOLOGY

83 ELRCTROCAR110LOGY

55 MEDICAL SUPPLIES CHARGED TO PAT

56 DRUGS CHARGED TO PATIENTS

OUTPATIENT SERVICE COST CENTERS

61 EMERGENCY

62 OBSERVATION BEDS NON-DISTINCT

63.50 RURAL HEALTH CLINIC

63.60 FQHC
OTHER REIMBURSABLE COST CENTERS

69.10 CMHC

69.20 OUTPATIENT PHYSICAL THERAPY

69.30 OUTPATIENT OCCUPATIONAL THERAPY

6941 OUTPATIENT SPEECH PATHOLOGY

71 HOME HEALTH AGENCY

SPECIAL PURPOSE COST CENTERS

85.01 PANCREAS ACQUISITION

85.02 INTESTINAL ACQUISITION

85.17 ISLET CELL ACQUISITION

95 SUBTOTALS

NONREIMSURSABLE COST CENTERS

96 GIFT, FLOWER, COFFEE SHOP & CAN

96.01 VENDING MACHINE

III CROSS FOOT ADJUSTMENTS

102 NEGATIVE COST CENTER

103 TOTAL

4 I2 7

1936
571
824
881
367

608
26

1486
1684

382

6
7

113 11
46 12

13
230 14

15
46 16

107 17
21 18

20
21
22

24

531 25

173 41
65 44

46.30
48 49

1039 94 SI
Si

24 53
51 55

56

744 126 61

63 .50
63.60

69.10
69.21
69.31
69.40

COST CENTER CESCRIPTION

SEN CAP
MOVABLE

EQD:PMENT

LAUNDRY
& LINEN
SERU CE

1

3
4
S

13366
44
487

8689 32038 40 2’

5288 19499 24”S’

3384 8792 21176

83 315 .,88

2430 8960 11390

994 3663 465

4941 18217 23158

1043 3846 4889

2310 8517 10827

435 1679 2134

11351 41845 53136

3687 13485 17142

1417 5191 659

1043 3846 4889

2028 7479 9507

26723
1515

56
1651

674

3354

“18
1568

309

7705

2483
955

708
1377

354
748

1842

10360

289

7935

4354
5641

1162
942

274
887

2187

3069

54’23

522 2923 2445

1101 4060 5161

2714 10005 12719

85.01
85.02
85.13

52441 193348 245”89 41616 26110 13366 1673 95

595 2564 3259 19 472 32 96

20” 20” 92 141 10 96.01
Ill
112

87342 195913 249285 462 2621 133’6 i”15 103



PROVIDER NO. 14-12 HARDIN COUNTY GENERAL HOSpITAL OPTIMIZER SYSTEMS, INC. SIN LASH RICED SYSTEM VER5:ON: 2068.05

PERIOD FROM 04/01/2007 TO 03/31 2116 IN L:EC CF FORM OMS 2552 96 5/96 19 20/2006 66:19

ALLOCATION OF NEW CAP:TAL RELATED COSTS WORKSHEET B

DIETARY CAFETEEIA NURSING CENTRAL PHARMACY MEDICAL SOCIAL

COST CENTER DESCRIPTIGN ADMINIS SERI ICES & RECORDS & SERVICE SUBTOTAL

TRATION SUPPLY LIBRARY

11 12 14 15 16 17 18 25

GENERAL SERVICE COST CENTERS

I OLD CAP REL COSTS-BLDG & FONT

1 OLD CAP EEL COSTS MVBIE EQUIP 2

3 NEW CAP EEL COSTS BLDG & FIXT 0

4 NEW CAP EEL COSTS MVBLE EQUIP 4

S EMPLOYEE BENEFITS
5

6 ADMINISTRATIVE & GENERAL
6

7 MAINTENANCE & REPAIPS
7

9 DPEPATION OF PLANT
8

LAUNDRY & LINEN SERVICE

11 HGUSEKEEPIN.I
10

DIETARY

12 CAFETERIA
12

13 MAINTENANCE OF PERSONNEL
13

14 NURSING ADMINISTRATION 202 27552 14

lo CENTRAL SERVICES & SUPPLY 16 771 913 15

16 PHARMACY 364 44 7539 16

17 MEDICAL RECORDS & LIBRARY 975 11 19172 17

1.3 SOCIAL SERVICE 98 2 2946 19

20 IIGNPHYSICIAN ANESTHETSTS
20

21 NURSING SCHOCL
21

22 i&R SERVICES SALARY & FRINGES A 22

23 lEE SERVICES OTHER PROM COSTS A 23

24 PARANED ED PROM SPECIFY7
24

INPATIENT ROUTINE SERV COST CENTERS

25 ADULTS & PEDIATRICS 8287 4111 26781 90 9773 2946 131714 2B

ANCILLARY SERVICE COST CENTERS

41 RADIOLOGY DIAGNOSTIC 1234 24 1308 27004 41

44 LABcRATORY 1119 44 561 15301 44

46.30 BLOOD CLOTTING FACTORS ADMIN CO 46.30

49 RESPIRATORY THERAPY s52 9 7368 49

SI PHYSICAL THERAPY 282 1.1 13251 50

51 OCCUPATIONAL THERAPY
51

52 SPEECH PATHOLOGY
52

53 ELECTROCARDIDLGGY 55 3152 53

55 MEDICAL SUPPLIES CHARGED TO PAT 51 151 7048 55

56 DRUGS CHARGED TO PATIENTS 7274 9461 56

OUTPATIENT SERVICE COST CENTERS

61 EMERGENCY 936 11 93 19539 61

62 OBSERVATION BEDS NON DISTINCT 62

63.50 RURAL HEALTH CLINIC 1994 19 265 3437 11115 63.51

63.60 FQHC
63.61

OTHER REIMBURSABLE COST CENTERS

69.10 CMHC
69.10

69.20 OUTPATIENT PHYSICAL THERAPY
69.20

69.O OUTPATIENT OCCUPATIONAL THERAPY
69.30

69.I OUTPATIENT SPEECH PATHOLDGY
69.40

71 HOME HEALTH AGENCY
71

SPECIAL PURPOSE COST CENTERS

Boll PANCREAS ACQUISITION
85.11

55.12 INTESTINAL ACQUISITIOII
85.12

95.03 ISLET CELL ACQUISITION
85.03

95 SUBTOTALS 14521 11978 27552 813 7539 15172 2946 245023 95

HGNREIMBURSABLE COST CENTERS

96 GIFT, FLOMER, COFFEE SHOP & CAN 3”82 96

96.01 VENDING MACHINE
450 96.01

101 CROSS FOOT ADJUSTMENTS
101

112 NEGATIVE COST CENTER
102

103 TOTAL 14521 1i99 ‘5S2 613 53 1512 2946 249255 113



PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH WICRO SYSTEM VERSION 2008.05

PERIOD FROM 04/01/2007 TO 03/31/2008 IN LIEU CF FORM CMS-2562-96 :9/96; 08/20/2008 09i9

ALLOCATION OF NEW CAPITAL RELATED COSTS WORKSHEET B
PART III

I&R COST &

COST CENTER DESCRIPTION POST STEP- TOTAL

DOWN AOJS

GENERAL SERVICE COST CENTERS

I OLD CAP RED COSTS BLDG & FIXT

2 OLD CAP REL COSTS-MVBLE EQUIP

3 NEW CAP EEL COSTS-BLDG & FIXT

4 NEW CAP EEL COSTS-MVBLE EQUIP

5 EMPLOYEE BENEFITS

6 ADMINISTRATIVE & GENERAL 6

7 MAINTENANCE & REPAIRS 7

8 OPERATION OF PLANT 8

9 LAUNDRY & LINEN SERVICE 9

10 HOUSEKEEPING
10

11 DIETARY
11

12 CAFETERIA
12

13 MAINTENANCE OF PERSONNEL 13

14 NURSING ADMINISTRATION 14

19 CENTRAL SERVICES & SUPPLY
is

16 PHARMACY
16

17 MEDICAL RECORDS & LIBRARY 17

18 SOCIAL SERVICE
18

20 NONPNYSIC1AN AOESTHETISTS 20

21 NURSING SCHOOL
21

22 I&E SERVICES-SALARY & FRINGES A 22

23 I&E SERVICES-OTHER PROM COSTS A 23

24 PARANED ED PRGM- (SPECIFY; 24

INPATIENT ROUTINE SEEV COST CENTERS

25 ADULTS & PEDIATRICS 131714 25

ANCILLARY SERVICE COST CENTERS

41 RADIOLOGY DIAGNOSTIC 27004 41

44 LABORATORY 15371 44

46.31 BLOOD CLOTTING FACTORS ADMIN CD 46.30

49 RESPIRATORY THERAPY 7368 49

50 PHYSICAL THERAPY 13251 50

51 OCCUPATIONAL THERAPY 51

52 SPEECH PATHOLOGY
52

53 KLECTRDCAEDIOLOGY 3152 53

55 MEDICAL SUPPLIES CHARGED TO PAT 7048 55

56 DRUGS CHARGED TO PATIENTS 9461 56

OUTPATIENT SERVICE COST CENTERS

61 EMERGENCY 19539 61

62 OBSERVATION BEDS (NON-DISTINCT 62

63.50 RURAL HEALTH CLINIC 11115 63.50

63.60 FQHC
63.60

OTHER REIMBURSABLE COST CENTERS

69.10 CMHC
69.10

69.20 OUTPATIENT PHYSICAL THERAPY 69.20

69.31 OUTPATIENT OCCUPATIONAL THBEAPY 69.30

69.40 OUTPATIENT SPEECH PATHOLOGY 69.40

71 HOME HEALTH AGENCY
71

SPECIAL PURPOSE COST CENTERS

85.01 PANCREAS ACQUISITION
85.11

85.02 INTESTINAL ACQUISITION 85.12

85.03 ISLET CELL ACQUISITION 85.03

95 SUBTOTALS 245123 95

NONEEIMBUESABLE COST CENTERS

96 GIFT, FLOWER, COFFEE SHOP & CAN 3782 96

96.01 VENDING MACHINE 481 96.01

311 CROSS FOOT ADJUSTMENTS ill

102 NEGATIVE COST CENTER
102

113 TOTAL 2492SS 103



PROVIDER NO. 14-1328 HAROIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION 2008.05

PERIOD PROM 04/01/2007 TO 03/31/2008 IN LIEU OF FORM CMS-2952 96 9/97 09/20/2018 09l9

COST ALLOCATION STATISTICAL BASIS WORKSHEET B 1

NEW CAP NEW CAP EMPLOYEE AONTNIS OPERATION LAUNDRY

COST CENTER DESCRIPTION BLOGS & MOVABLE BENEFITS RECOIl- TRATIVE & OF PLANT S LINEN

FIXTURES EQUIPMENT CILIATION GENERAL SERVICE

SQUARE SQUARE GROSS SALE ACCUM SQUARE POUNDS OF

FEET FEET RIES COST FEET LAUNDRY

3 4 5 SE 9 8 9

GENERAL SERVICE COST CENTERS

1 OLD CAP RED COSTS-BLDG & F:xT

2 OLD CAP FED COSTS-MVBLE EQUIP
2

3 NEW CAP RED COSTS-BLDG & FIXT 2SC71 3

4 NEW CAP EEL COSTS MVBLE EQUIP 29671 4

S EMPLOYEE BENEFITS 51.8063 B

5 ADMINISTRATIVE & GENERAL 4198 4198 651860 4847S1 6889216 5

7 MAINTENANCE & REPAIRS
7

S OPERATION OF PLANT 2355 2553 132029 327544 19019 8

9 LAUNDRY & LINEN SERVICE 11S2 1152 95261 95606 1132 200441 9

10 HOUSEKEEPING 40 40 10390 139433 40 6710 10

11 DIETARY 1174 1174 60460 149043 1174 7300 11

12 CAFETERIA 490 480 49611 62136 480 12

13 MAINTENANCE OF PERSONNEL
13

14 NURSING ADMINISTRATION 2387 2387 70189 102763 2387 14

15 CENTRAL SERVICES & SUPPLY 3861 4436 15

10 PHARMACY 504 504 177692 251373 504 15

17 MEDICAL RECORDS & LIBRARY 1116 1116 218823 284769 1115 17

18 SOCIAL SERVICE 220 220 48666 64697 220 18

20 NONPHYSICIAN ANESTHETISTS 20

21 NURSING SCHOOL
21

22 lEE SERVICES SALARY & FRINGES 22

23 lEE SERVICES OTHER PROM COSTS 23

24 PARAMED ED PRGM-’SPECIFY’ 24

INPATIENT ROUTINE SERV COST CENTERS

25 ADULTS & PEDIATRICS 5483 5483 1112097 1342425 9483 155361 25

ANCILLARY SERVICE COST CENTERS

41 RADIOLOGY-DIAGNOSTIC 1767 1767 396836 736532 1767 4340 41

44 LABORATORY 680 680 376213 994132 680 44

3530 BLOOD CLOTTING FACTORS ADMIN 46.30

49 RESPIRATORY THEP.APY 504 504 178618 196506 504 49

50 PHYSICAL THERAPY 980 980 77069 159410 980 15580 50

51 OCCUPATIONAL THERAPY
Si

32 SPEECH PATHOLOGY
52

53 ELETROCARDIOLOGY 252 252 36751 46309 252 53

55 MEDICAL SUPPLIES CHARGED TO P 532 532 11585 149994 S32 55

56 DRUGS CHARGED TO PATIENTS 359959 55

OUTPATIENT SERVICE COST CENTERS

61 EMERGENCY 1311 1311 632413 519158 1311 11160 51

62 OBSERVATION BEDS NON DISTINC 62

63.50 RURAL HEALTH CLINIC 748051 913323 63.50

53.60 FQHC
5350

OTHER REIMBURSABLE COST CENTERS

69.10 MHC
69.10

59.20 OUTPATIENT PHYSICAL THERAPY 69.20

59.30 OUTPATIENT OCCUPATIONAL THERA 69.30

69.40 OUTPATIENT SPEECH PATHOLOGY 69.40

71 HOME HEALTH AGENCY
71

SPECIAL PURPOSE COST CENTERS

8511 PANCREAS ACQUISITION 85.01

55.02 INTESTINAL ACQUISITION
85.12

85,03 ISLET CELL ACQUISITION 85.03

95 SUBTOTALS 25335 25335 5138053 1484751 5870478 18582 200441 95

NONREIMBURSABLE COST CENTERS

95 GIFT, FLOWER, COFFEE SHOP & C 339 336 3259 335 96

96.01 VEUDING MACHINE 100 15481 100 96.01

101 CROSS FOOT ADJUSTMENTS
101

132 NEGATIVE COST CENTER
102

113 COST TO BE ALLOC PER B PT I 53342 195913 72599 1484791 398135 141543 103

114 UNIT COST MOLT MS B PT I .531585 20.934693 104

114 UNIT COST MULTMS B PT I 2.349845 .114149 .215518 .‘06155 104

115 COST TO 55 ALLOC PER B PT II 105

105 UNIT COST MOLT MS B PT II
116

114 UNIT COST MOLT KS B PT Ii
135

10’ COST TO BE ALLOC PEP B PT III
13354 117

104 UNIT COST MOLTWS S PT II:
119

119 UN:T PTST MOLT 545 ST 111 6E583 108



PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION 2008.05

PERIOD FROM 04/01/2007 TO 03/31/2008 IN LIEU OF FORM CMS-2552-96 )9/97 08/20/2008 0919

COST ALLOCATION STAT:STICAL BASIS WORKSHEET B-i

DIETARY CAFETERIA NURSING CENTRAL PHARMACY

ACMINIS- SERVICES &

TRATION SUPPLY

MEALS SERV FTE13 SERV DIRECT MRS COSTED REQ COSTED REQ

ED ED 1MG MRS U:s. UIS.

11 12 14 lB IS

GENERAL SERVICE COST CENTERS

I OLO CAP EEL COSTS-BLDG & FIXT

2 OLD CAP EEL COSTS-MVBLE EQUIP

3 NEW CAP REL COSTS-BLDG & FIXT

4 NEW CAP EEL CDSTS-MVBLE EQUIP

B EMPLOYEE BENEF:TS

6 ADMINISTRATIVE & GENERAL

7 MAINTENANCE- & REPAIRS

6 OPERATION OF PLANT

B LAUNDRY & LINEN SERVICE

10 HOUSEKEEPING

11 DIETARY

12 CAFETERIA

13 MAINTENANCE CF PERSONNEL

14 NURSING ADMINISTRATION

15 CENTRAL SERVICES & SUPPLY

16 PHARMACY

17 MEDICAL RECORDS & LIBRARY

18 SOCIAL SERVICE

20 NONPHYSICIAN ANESTHETISTS

21 NURSING SCHOOL

22 I&R SERVICES-SALARY & FRINGES

23 I&R SERVICES-OTHER PROM COSTS

24 PARA!4ED ED PROM- (SPECIFY)

INPATIENT ROUTINE SERV COST CENTERS

25 ADULTS & PEDIATRICS

ANCIlLARY SERVICE COST CENTERS

41 RADIOLOGY-DIAGNOSTIC

44 LABORATORY

46.30 BLOOD CLOTTING FACTORS ADMIN

49 RESPIRATORY THERAPY

SI PHYSICAL THERAPY

51 OCCUPATIONAL THERAPY

B2 SPEECH PATHOLOGY

53 ELECTROCARDIOLDGY

BE MEDICAL SUPPLIES CHARGED TO P

56 DRUGS CHARGED TO PATIENTS

OUTPATIENT SERVICE COST CENTERS

61 EMERGENCY

62 OBSERVATION BEDS )NON-DISTINC

6350 RURAL HEALTH CLINIC

63.60 FQHC
OTHER REIMBURSABLE COST CENTERS

69.10 CMHC

69.20 OUTPATIENT PHYSICAL THERAPY

69.30 OUTPATIENT OCCUPATIONAL THERA

69.40 OUTPATIENT SPEECH PATHOLOGY

71 HOME HEALTH AGENCY

SPECIAL PURPOSE COST CENTERS

85.01 PANCREAS ACQUISITION

85.02 INTESTINAL ACQUISITION

85.13 ISLET CELL ACQUISITIGN

SB SUBTOTALS

NONREIMBURSABLE COST CENTERS

96 GIFT, FLOWER, COFFEE SHOP & C

96.01 VENDING MACHINE

101 CROSS FOOT ADJUSTMENTS

102 NEGATIVE COST CENTER

103 COST TO BE ALLOC PER B PT I

114 UNIT COST MULT-WS B PT I

114 UNIT COST MULT-XS B PT I

115 CO-ST TO 60 AL.LOC PEP. B PT II

116 UNIT CO-ST WULTWS B PT II

104 UNIT COST MULT-WS B PT II

117 COST TO BE ALLCC RARE PT III

COST CENTER DESCRIPTION
HOUSE -

KEEPING

SQUARE
FEET

24759

11631

17826
1174

481

2387

504
1116

220

9730

13
296
792

80

80613
2255 689683

35976 383417

9109
1279

5483 14129 3339 78358 757j3

1767 1002 20075

680 901 376395

504 448 7704

983 229 6576

252 45

532 41 128116
369959

762 8280 531

1620 16456 13458 19600

MEDICAL SOCIAL

RECORDS & SERVICE

LIBRARY
TIME SPENT PATIENT DA

YE

2

4

6

B
10
11
12

15
16

86530 17
2576 18

20
21
22
23
24

55740 2876 25

44
46.30
49
50
51
52
53
55
56

61
62
63 .50
63.60

65.10
69.20
69.31
69.40
71

85.01
85.02
85.03

24759 9731 82513 689683 383417 86530 2670 95

96
96.01

101
102

222416 19586 211456 1125 317315 395738 56956 103

19.194142 .1.16345 4573421 104

SF61642 2.499151 653653 31.235149 114

116
106

1710. 14521 11975 27952 2.13 7539 15172 2946 11-7

7460
3200

17390

110

17S176

5.221394



PROvIDER NC. 14-1328 HAEDIN COUNTY GENERAL HOSPITAL OpT:x:ZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VEESION 2108.05

PERIAD FROM 04/01/2007 TO 03/3112008 iN LIEU OF FORM CMS 2552-96 5/1999: 05/20/2008 0919

COMPUTATION OF RATIO OF COST CO CHARGES WORESHEET C
PART I

TOTAL COST THERAPY

COST CENTER DESCRIPTION (FROM WEST B, LIMIT TOTAL BCE TOTAL

PART I, CCL 27’ ADJUSTMENT COSTS DISALLOWANCE COSTS

1 3 4 5

:NPATIENT ROUTINE SERV COST CENTERS

25 ADULTS & PEDIATRICS 2439729 25

ANCILLARY SERVICE COST CENTERS

41 ?,ADIOLCGY-DIAGNDSTIC 1306297 41

44 LABORATORY 1218674 44

46.30 BLOOD CLOTTING FACTORS ADMI 46.30

49 RESPIRATORY THERAPY 263038 49

50 PHYSICAL THERAPY 239422 50

Si OCCUPATIONAL THERAPY 51

52 SPEECH PATHOLOGY 52

53 ELEOOROCARDI000GY 64999 53

65 MEDICAL SUPPLIES CHARGED TO 201599 55

56 DRUGS CHARGED TO PATIENTS 765519 56

DDTPATIEIIT SERVICE COST CENTERS

61 EMERGENCY 696209 61

62 OBSERVATION BEDS (NON-DISTI 273155 273195 273155 62

63.90 RURAL HEALTH CLINIC 1242490 63.50

63.60 FQHC
63.60

OTHER EEIM9URSABLE COST CENTERS

101 SUBTOTAL 8610937 273155 273155 101

102 LESS OBSERVATION BEDS 273195 273155 273199 102

113 TOTAL 8337782 103



PROVIDER NO. 14-1328 1{ARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION 200805

PERIOD FROM 04/01/2007 TO 03/31/2008 IN LIEU OF FORM CMS-2S5296 (5/1999) 08/20/2008 0919

COMPUTATION OF RATIO OF COST TO CHARGES WORKSHEET C
PART I CONT’

-- CHARGES -

COST TEFRA PPS

COS-T CENTER DESCRIPTION DR OTHER INPATIENT INPAT:ENT

INPATIENT OUTPATIENT TOTAL RATIO RATIO RATIO

6 7 8 9 Il 11

INPATIENT ROUTINE SERV COST CENTERS

25 ADULTS & PEDIATRICS 1161007 1160007 25

AZ000LARY SERVICE COST CENTERS

11 RADIOLOGY-DIAGNOSTIC 5228:9 23’4130 2996957 .311351 41

44 LABORATORY 713092 1119813 2379899 012070 44

46 32 BLOOD CLOTTING FACTORS AGMI 46 31

49 RESPIRATORY THERAPY 454980 349184 604164 327095 49

SO PHYSICAL TNERAPY 153753 753056 906819 .264027 50

51 OCCUPATIONAL THERAPY
51

52 SPEECH PATHOLOGY
52

53 ELEOTRCCARO:DLCGY 23180: 247531 378381 .171526 53

55 MEDICAL SUPPLIES CHARGED TO 671437 148228 318660 248204 55

56 DRUGS CHARGED TO PATiENTS 1166690 552992 1619682 472629 56

OUTPATIENT SERVICE COST CENTERS

61 EMERGENCY 22365 429666 452031 1540180 61

62 OBSERVATION BEDS (NON-DISTI 15949 1547SS 170704 1.600168 1.610168 1.600168 62

63.00 RURAL HEALTH CLINIC 721210 72121S 1.722773 63.50

63.60 FQHC
63.60

OTHER REIMBURSABLE COST CENTERS

111 SUBTOTAL 5000943 7307567 230801I 101

102 LESS OBSERVATION BEDS
102

113 TOTAL 12306011 103



PROVIDER CC. 14 1322 HARO:N COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, :110. SIN NASh MICRO SYSTEM VERSION: 2308.05

PERIOD FROM 04/01/2007 TO 23/31/2002 IN LIES OF FORM CMS 2552 96 .8/2102 I6’20/2008 09:19

APPOPT:CNYENT OF VECICAL, OTHER HEALTH SERVICES AND LACOINE COST WORKSHEET C
PASTS V & VI

CHECK [ I TITLE V 0/P [XXI HOSPITAL 14 1328 [ I SNF

APP.,1CABLE [XXI TITLE XVIII-PT B SUB I NF

BOXES [ I TITLE XIX 0/P 1 EUB II [ I S/B SI0’

I SUB 111 : I S/B NF

SUB IV : I :CF/KR

P50050.11 CHARGES

OUTPATSNT

COST TO CHARGE RATIO SROM WORKSHEET C AMBULATORY OTHER

COST CENTER DESCRIPTION PART II PART I PART II SUPGIOA.L OUTPATIENT OUTPATIENT

CCL. 8 CCL. 9 CCL. 9 CENTER RAOIOLOGY DIAGNOSTIC

1.01 1.02 2 3 4

ANCILLARY SEVICE COST CENTERS

41 RADIOLOGY z:AONOSTIC ..34’350 .34L5I .347351 41

44 LABOR_STORY .5120’O .512171 .512503 44

46 :3 BLOOD CLOTTING FACTORS AOMIN CL 46.31

49 RESPIRATORY THERAPY ..27095 .3’I,5 . CS95 49

SI PHYSICAL THERAPY .264027 .264027 .24I27 80

91 OCCUPATIONAL THERAPY
51

92 SPEECH PATHOLOGY
92

53 ELECTR0CARO:OL0GY 171918 .171518 .171418 53

SI MEDICAL SUPPLIES CHARGED TO PAT 246204 .246204 .246204 55

06 DRUGS CHARG4.L TO PATIENTS .472629 .472624 .4”2629 96

CUTPATIE50’ SERVICE COST CENTERS

61 EMERGENCY 1.540180 1 540180 1.540180 81

62 OBSERVATION BEDS NOD DISTINCT 1.610168 1.6011.62 1.630168 62

63.53 RURAL HEALTH CLINIC 1.722773 1.722773 1.722773 63.51

63.60 FQHC
63.60

OTHER REIMBURSABLE COST CENTERS

69.01 AMBULANCE SERVICES 2ND PERIOD 65.01

65.02 AMBULANCE SERVICES 3RD PERIOD 65.02

SS.03 AMBULANCE SERVICES 4TH PERIOD 65.03

501 SUBTOTAL
101

102 CRNA CHARGES
102

113 LESS PEP CLINIC LAB SERV SCM ONLY CHRGS
103

104 NET CHARGES
104

PART VI VACCINE COST APPORTIONMENT

1 DRUGS CHARGED TO PATIENTS RATIO OF COST TO CHARGES .472629 1

2 VACCINE CHARGES OTHER THAN HEPATITIS B 2

2.01 VACCINE CHARGES HEPATITIS B 2.11

3 VACCINE COSTS OTHER THAN HEPATITIS B 3

4.01 VACCINE COSTS HEPATITIS B 3.11



CHECK
APPLICABLE
BOXES

[XX] HOSPITAL (14-1328)

SUB I
SUB II
SUB III
SUB IV

I SHE

I HF

S/B-SNF

ICE/MR

COST CENTER DESCRIPTION

PROGRAM CHAROE PROGRAM COST

ALL PPS SEE- ?PS SEE- FF5 SEE- OUTPATIENT

OTHER 1 VICES ALL OTHER VICES VICES AMBULATORY CTEER

SEE SEE SEE SEE ‘SEE SUROICAI, OUTPATIENT CUTFATIENT

INSTRU. :NSTRU. INSTRU. INSTRU. INSTRU.; CENTER RAOIOLL’OY DIAGNOSTIC

B 5.01 5.02 5.03 5.04 6 7 8

ANC:LLARY SERVICE COST CENTERS

41 RAOIOLOGY-DIAGNOSTIC

44 LABORATORY

4631 BL000 CLOTTING FACTORS ADMIN C

49 RESPIRATORY THERAPY

50 PHYSICAL THERAPY

51 OCCUPATIONAL THERAPY

52 SPEECH PATHOLOGY

53 E1ECTROCAR010LOGY

SB MEDICAL SUPPLIES CHARGED TO PA

56 DRUGS CHARGED TO PATIENTS

OUTPATIENT SERVICE COST CENTERS

61 EMERGENCY

62 OBSERVATION BEDS (NON--DISTINCT

63.50 RURAL HEALTH CLINIC

63.60 FQHC

OTHER REIMBURSABLE COST CENTERS

65.01 AMBULANCE SERVICES 2ND PERIOD

65.02 AMBULANCE SERVICES 3RD PERIOD

68.03 AMBULANCE SERVICES (4TH PERIOD

101 SUBTOTAL

102 CElIA CHARGES

103 PEP CLINIC LAB

104 NET CHARGES

658669
894045

65594
210396

68482
92271

216260

113966
47670

44
46.30
49
50
51

55
56

61
62
63 .50
63.60

65.01
65.12
65.03

ill
102
103
104

PROVIDER ND. 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. NIH--LASH MICRO SYSTEM VERSION 2008.05

PERIOD FROM 04/01/2007 TO 03/31/2006 IN LIEU OF FORM CMS-2552-96 (6/2002) 08/20/2006 0919

APPORTLANMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST WCRKSHEET D
PARTS V & VI

I TITLE V - 0/P
[XX) TITLE XVIII-PT B

TITLE XIX - 0/P

2367375

2367375



PROVIDER L0 14 1318 HAROlD COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEYS, INC. WIN LASH MICRO SYSTEM IERSION 200805

PERIOD FROM 04/31/2017 TO 13/31/2108 IN lIEU OF FORM CMS-2552 96 8/2132. 1821/2008 0919

APPOPTIOIINENT OF VEDAL OTHEP HEALTH EERV:CES AND TACCINE COST WORKSHEET C
PARTS V & VI

CHECK 1 1 TITLE V 0/P lxx] HOSPITAL 14 1328 ] ] SNF

APPLICABLE [XX] TITLE XVIII PT B [ ] SUB I 1 ] HF

BOXES [ 1 TITLE XIX 0/P 1 ] SUB II I I S/B SNF

SUB III [ I S/B-NF

SUB IV I ] ICF’MP

HOSPITAL HOSPITAL
I/P PART B l,P PARTS

CHARGES COST
SEE COLUMNS

INSTRU. 1.02x10

10 11

ANCILLARY SEPVICE COST CENTERS

RAOI0000Y DIAGNOSTIC

LABORAT’RY
44

BLOOD CLOTTING FACTORS AL:MIN CC 46.31

RESPIRATORY THERAPY 49

PHYSICAL THERAPY 50

OCCUPATIONAL THERAPY
51

SPEECH PATHOLOGY
52

ELECTROCARDIOLOGY
53

MEDICAL SUPPLIES CHARGED TO PAT 55

OPIJOS OHAPGED TO PATIENTS
56

OUTPATIENT SERVICE COST CENTERS

EMERAENCY
61

OBSERVATION BEDS NON DISTINCT 62

RURAL HEALTH CLINIC
63.50

FQHC
63.60

OTHER REIMBURSABLE COST CENTERS

AMBULANCE SERVICES 2ND PERIOD 65.01

AMBULANCE SERVICES 3RD PERIOD 65.02

AMBULANCE SERVICES 4TH PERIOD 65.13

SUBTOTAL
101

ORNA CHARGES
102

LEES PEP CLINIC LAB SERV- POW ONLY CHRGS 103

NET CHARGES
304

COST CENTER OSSORIPI ION

4’
4$

49
50
51

53
55
36

63.51
63.63

65.01
65 .02
65 .03

102
113

PROGRAM COST - -

?PS P55 FPE

SEPVIOES ALL OTHER SERVICES SERVICES

ALL OTHER COLUMNS COLUMNS 000USINS COLUMNS

COLE lxS 1.OlxS.01 i.O1XS.02 1 OlxS.03 1.I.x5.04

9 9.01 9.02 9.03 5.14

45814

21459
55550

11746
22717

i—SE,’
76280

11521CC

1152111



PART I - ALL PROVIDER COMPONENTS

VERSION 200805

08/20/2008 0919

WORKSHEET 0-i
PART I

INPATIENT DAYS

1 INPATIENT DAYS INCLUDING PRIVATE ROOM DAYS AND SMING-8ED DAYS

EXCLUDING NEWBORN

2 INPATIENT DAYS )INCLUDING PRIVATE ROOM DAYS, EXCLUDING SWING

BED AND NEWBORN DAYS)

3 PRIVATE ROOM DAYS EXCLUD:NG SWING-BED PRIVATE ROOM DAYS

4 SEMI-PRIVATE ROOM DAYS EXCLUDING SWING-WED PRIVATE ROOM DAYS

0 TOTAL SWING-BED SEF-IYPE INPATIENT DAYS INCLUDING PRIVATE-

ROOM DAYS) THROUGH DECEMBER 31 OF THE COST REPORTING PERIOD

6 TOTAL SWING-BED SNF-TYPE INPATIENT DAYS )INCLUDING PRIVATE

RD-OW DAYS) AFTER DECEMBER 31 OF THE COST REPORTING PERIOD

7 TOTAL SWING--BED HF-TYPE INPATIENT DAYS (INCL PRIVATE

RD-OW DAYS; THROUGH DECEMBER 31 OF THE COST REPORTING PERIOD

8 TOTAL SWING-BED HF-TYPE INPATIENT DAYS ;:NCL PRIVATE

ROOM DAYS AFTER DECEMBER 31 OF THE COST-- REPORTING PERIOD

9 INPATIENT DAYS INCLUDING PRIVATE ROOM DAYS APPLICABLE TO THE

PROGRAM (EXCLUDING SWING-BED AND NEWBORN DAYS)

11 SWING-BED SNF-TYPE INPATIENT DAYS APPLICABLE TO TITLE XVIII

ONLY INCLUDING PRIVATE ROOM DAYS) THROUGH DECEMBER 31 OF THE

COST REPORTING PERIOD

11 SWING-BED SNF-TYPE INPATIENT DAYS APPLICABLE TO TITlE XVIII

ONLY -INCLUDIIOG PRIVATE ROOM DAYS AFTER DECEMBER 31 OF TN-S

COST REPORTING PERIOD

12 SWING-BED HF-TYPE INPATIENT DAYS APPLICABLE TO TITLES V OR XIX

ONLY INCLUDING PRIVATE ROOM DAYS) THROUGH DECEMBER 31 OF THE

COST REPORTING PERIOD

13 SWING BED NF-TYPE INPATIENT lAYS APPLICABLE TO TITLES V OR XIX

ONLY ;INCLUDING PRIVATE ROOM DAYS AFTER DECEMBER 31 OF THE

COST REPORTING PERIOD

14 MEDICALLY NECESSARY PRIVATE ROOM DAYS APPLICABLE TO THE

PROGRAM (EXCLUDING SWING-BED DAYS)

15 TOTAL NURSERY DAYS

16 TI7LE V OR XIX NURSERY DAYS

HOSPITAL SUB I

(OTHER)
14 1329

4399

3315

225

140

46

2215

673

225

SUB II SUB III SUB IV SNF

10

12

14

PROVIDER NO. 14-1329 HARDIN COUNTY GENERAL HOSPITAL

PERIOD FROM 04/01/2007 TO 03/31/2008

TITLE V-IIOFT

OPTIMIZER SYSTEMS, INC WIN-LASH MICRO SYSTEM

IN LIEU OF FORM CMS-2B52-96 (11/98)

CoMPUTATION OF INPATIENT OPERATING COST

(XX) TITLE XVI:I-PART A [ TT,E XIX-INPT

15
16



pRov:DER NC. 14 1328 HARCN COUNTY GENERAL HoSp:TAL C?TIMIZEP SYSTEMS INC WIN LASH MICRO SYSTEM VEPSION: 200805

PERIOJ FROM 34/0:7200’ TO 03/31/2008 IN LIEU OF FORM CMS 2552 95 11/98 08/20/2008 09:19

COMPUTATION OF INPATIENT OPERATING COST MORKSHEET 0 1

PART I CONT

I TITLE V :NpT [x3c) TITLE XVIII PARC A I TTLE XIX IYPT

PART I ALL PROVIDER COMPONENTS
HOSP:TAL SUB I SOB 1 SUB ::: soS :V 511?

OTHER
14 1328

SWING-BEO ADJUSTMENT 1 1 1 1 1

MEDICARE RATE RAE SWING BED SN? SERIf: CES APPLICABLE TO

SERVICES THR000H DECEIOBEP RA OF THE COST REPORTING PERIOD

:6 MSD:CARE RATE FOR SWING BED SNF SERVICES APPLICABLE TO

SERVICES AFTPR OECEMBSR 31 OF THE COST REPoRTING PERIOD

IS MEDICAIO RATE FOR SWING BED NF SERVICES APPLICABLE TO 19

CEPV:CES THROUGH JECEMBE? 31 CF THE COST REPOFT:NG PERLAO

II MEDICAID RATE FOR XING BED NF SEFVIOES APPLICABLE TO 23

SERVICES AFTER DECEMBER 31 OF THE COST REFORT:NO PERIOD

21 TOTAL GENERAL flIPATIENT ROUTINE SERVIOE CCST
21

2 SWING BEG COST APPLICABLE TO SNF-TYPE SERVICES THROUGH 22

DECEMBER 31 OF TNE COST REPORTING PERIOD

23 SWING BED COST APPLICABLE TO SNF TYPE SERVICES AFTER 23

DECEMBER 31 OF THE COST REPORTING PERIOD

24 SWING BEG COST APPLICABLE TO NF-TYPE SERVICES THROUGH 3’3 24

DECEMBER RA OF THE COST REPORTING PER:CD

25 SWING BED COST APPLICABLE TO NF TYPE SERVICES AFTER 4525 25

DECEMBER 31 OF THE COST REPORTING PERIOD

26 TOTAL SWING BED COST 577052 26

2’ GENERAL INPATIENT ROUTINE SERVICE COST NET OF SWING BED COST 2062673 27

PRIVATE ROOM DIFFERENTIAL ABJDSTMENT

28 GENERAL INPATIENT ROUTINE SERVICE CHARGES 3160007 28

EXCLUDING SWING BED CHARGES)

29 PRIVATE ROOM CHARGES EXC0001NG SW:NG BED CHARGES 29

RA SEMI-PRIVATE ROOM CHARGES EXCLUDING SWING BED CHARGES 3160007 30

31 GENERAL INPATIENT ROUTINE SERVICE COST/CHARGE PATIO 1.7”156 31

32 AVERAGE PRIVATE ROOM PER DIEM CHARGE
32

33 AVERAGE SEMI PRIVATE ROOM PER DIEM CHARGE 349.93 33

34 AVERAGE PER DIEM PRIVATE ROOM CHARGE DIFFERENTIAL 34

35 AVERAGE PER DIEM PRIVATE ROOM COST DIFFERENTIAL 35

36 PRIVATE ROOM COST DIFFERENTIAL ADJUSTMENT
36

37 GENERAL INPATIENT ROUTINE SERVICE COST NET OF SWING-BED COST 2062673 37

AND PRIVATE ROOM COST DIFFERENTIAL



PROVIDER NO. 14-1326 MAROON COUNTY GENERAL HOSPITAL

PER100 FROM 04/01/2007 TO 03/31/2008

PROGRAM INPATIEIIT OPERATING COST BEFORE

PASS THROUGH COST ADJUSTMENTS

38 ADJUSTED GENERAL INPATIENT ROUTINE SERVICE COST PER DIEM

35 PROGRAM GENERAL INPATIENT ROUTINE SERVICE COST

40 MEDICALLY NECESSARY PRIVATE ROOM COST APPLICABLE TO THE PROGRAM

41 TOTAL PROGRAM GENERAL INPATIENT ROUTINE SERVICE COST

TOTAL TOTAL AVERAGE

I/P COST I/P DAYS PER DIEM

VERSION: 2108.05

08/20/2008 09:19

WORKSHEET -i
PART II

PROGRAM PROGRAM
DAYS COST

42 NURSERY TITLES V AND XIX CNLY

INTENSIVE CARE TYPE INPATIENT HOSPITAL UNITS

43 INTENSIVE CARE UNIT

44 CORONARY CARE UNIT

45 BURN INTENSIVE CARE UNIT

46 SURGICAL INTENSIVE CARE UNIT

47 OTHER SPECIAL CARE (SPECIFY

48 PROGRAM INPATIENT ANCILLARY SERVICE COST

49 TOTAL PROGRAM INPATIENT CC-STE

PASS THROUGH COST ADJUSTMENTS

50 PASS THROUGH COSTS APPLICABLE TO PROGRAM INPATIENT ROUTINE

SERVI CBS

51 PASS THROUGH COSTS APPLICABLE TO PROGRAM INPATIENT

ANCILLARY SERVICES

52 TOTAL PROGRAM EXCLUDABLE COST

53 TOTAL PROGRAM INPATIENT OPERATING COST EXCLUDING CAPITAL

RELATED, NONPHYSICIAN ANESTHETIST AND MEDICAL EDUCATION COSTS

HOSPITAL SUB I SD-B II SUB III SUB IV

OTHER
14 -1328)

1 1 1 1

882449 48

2260666 49

I TITLE V-INST

PART II HOSPITAL AND S-UBPRCVIDERS ONLY

OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM

IN LIEU OF FORM CMS-2552-96 (11/98)

COMPUTATION OF INpATIENT OPEP.ATING COST

[XX) TITLE MV-Ill--PART A [ j TITLE XIX-INPT

HOSPITAL SUB I SUB II SUB Ill SUB

(OTHER)
(14-1328)

1

622 .22

1378217

42

43
44
45
46
47

50

51

52
93



PROVIDER NO. 14-1328 MAROON COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION: 2008.05

PERIOD FROM 04/Oi/2007 TO 03/31/2008 N LIEU OF FORM CMS-2552-96 11/98 08/20/2008 09:19

COMPUTATION OF INPATIENT OPERATING COST WORKSHEET D-1
PART II ,CONT

TITLE V-INPT )XX TITLE XVIII-PART A I TITLE XIX-INPT

PART II - HOSPITAL AND SUBPROVIDERS ONLY
HOSPITAL SUB I SUB II SUB III SUB IV

)OTHER

TARGET AMOUNT AND LIMITATION COMPUTATION . 1 . 1 1

S5 PROGRAM DISCHARGES

55 TARGET AMOUNT PER DISCHARGE

56 TARGET AMOUNT
57 OIFFERENCE BETWEEN ADJUSTED INPATIENT OPERATING COST AND

TARGET AMOUNT

58 BONUS PAYMENT
58

58.01 LESSER OF LINE 53/LINE 54 OR LINE 55 FROM THE COST REPORTING 58.01

PERIOD ENDING 1996, UPDATED & COMPOUNDED BY THE MARKET BASKET

56.02 LESSER CF LINE 53/LINE 54 OR LINE 55 FROM PRIOR YEAR COST 58.12

REPORT UPDATED BY THE MARKET BASKET

55.13 IF LINE 53/LINE 54 15 LESS THAN THE DOWER OF LINES 55, 68.11 6813

OR 6802, THE LESSER OF 516 OF THE ?.NOUGT BY WHICH OPERATING

COSTS ARE LESS THAN EXPECTED COSTS, OR 1% OF THE TARGET AMOUNT

58.04 RELIEF PAYMENT
58.14

59 ALLOWABLE INPATIENT COST PLUS INCENTIVE PAYMENT 59

59.01 ALLOWABLE INPATIENT COST PER DISCHARGE )LTCH ONLY) 59.01

59.02 PROGRAM DISCHARGES PRIOR TO JULY 1 59.02

39.03 PROGRAM DISCHARGES AFTER JULY 1 59.13

69.04 PROGRAM DISCHARGES SEE INSTRUCTIONS)
59.04

59.05 REDUCED INPAT COST PER DISCH. FOR DISCHARGES PRIOR TO JULY 1 59.16

59.06 REDUCED INPAT COST PER DISCHARGE FOR DISCHARGES AFTER JULY 1 59.06

59.07 REDUCED INPAT COST PER DISCHARGE (SEE INSTR. (LTCH ONLY) 89.07

59.08 REDUCED INPATIENT COST PLUS INCENTIVE PAYMENT (SEE INSTR.) 59.08

PROGRAM INPATIENT ROUTINE SWING BED COST

60 MEDICARE SWING-BED SNF INPATIENT ROUTINE COSTS THROUGH 418754 60

DECEMBER 31 OF THE CCST REPORTING PERIOD

61 MEDICARE SWING-BED SNF INPATIENT ROUTINE COSTS AFTER 140010 61

DECEMBER 31 OF THE COST REPORTING PERIOD

62 TOTAL MEDICARE SWING-BED SHE INPATIENT ROUTINE COSTS 658754 62

63 TITLE V OR XIX SWING-BED NP INPATIENT ROUTINE COSTS THROUGH 63

DECEMBER 31 OF THE COST REPORTING PERIOD

64 TITLE V OR XIX SWING-BED NP INPATIENT ROUTINE COSTS AFTER 64

DECEMBER 31 OF THE COST REPORTING PERIOD

65 TOTAL TITLE V OR XIX SWING-BED NF INPATIENT ROUTINE COSTS 65



PROVIDER NO 14-1328 RARCIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. NUN-LASH MICRO SYSTEM

PERIOD FROM 04/01/2007 TO 03/31/2018 IN LIEU OF FORM CMS-2552-96 li/98

COMPUTATION OF INPATIENT OPERATINO COST

TITLE V-INPT [XX] TITLE XVIII-PART A [ I TITLE XIX- INPT

PART III - SKILLED NURSING FACILIrS, NURSING FACILITY AND ICF/MR ONLY

66 SNF/NF/ICF/MR ROUTINE SERVICE COST

67 AOJUSTEO GENERAl- INPATIENT ROUTINE SERVICE COST PER DIEM

68 PROGRAM ROUTINE SERVICE COST

69 MEDICALLY NECESSARY PRIVATE ROOM COST APPLICABLE ‘10 PROGRAM

70 TOTAL PROGRAM GENERAL INPATIENT ROUTINE SERVICE COSTS

71 CAPITAL RELATED COST ALLOCATED TO INPATIENT ROUTINE SERV COSTS

72 PER DIEM CAPITAL RELATED COSTS

‘3 PROGRAM CAPITAL RELATED COSTS

74 INPATIENT ROUTINE SERVICE COST

‘5 AGGREGATE CHARGES TO BENEFICIARIES FOR EXCESS COSTS

75 TOTAL PGM ROUTINE SERVICE COSTS FOR COMPARISON TO CO-ST LIMIT

77 INPATIENT ROUTINE SERVICE COST PER DIEM LIMITATION

79 INPATIENT ROUTINE SERVICE COST LIMITATION

79 REASONABLE INPATIENT ROUTINE SERVICE COSTS

80 PROGRAM INPATIENT ANCILLARY SERVICES

81 UTILIZATION REVIEW--PHYSICIAN COMPENSATION

82 TOTAL PROGRAM INPATIENT OPERATING COSTS

SNF

VSRSION 200805

18/20/2108 I919

WORKSHEET 0-1
PARTS III & IV

66
67
68
69
70
71
72
73
74
75
76

78
79
80
81
82



PROVIDER NO. 14-1328 NARDIN COUNTY GENERAL NOEPITAL OPTIMIZER SYSTEMS, INC. MON-LASH MICRO EYETEM VERSION: 1118.15

PERIOD FROM 04/11/2117 TO 03/31/2008 IN LIED OF FORM CME-1551-PE (11/98) 08/20/2008 09:19

COMPUTATION OF INPATIENT OPERATING CCET WOEESNEET 0-1

PARTS III & IV

TITLE V-INPT [XX] TITLE XVIII PART A ) TITLE XIX-INPT

HOSPITAL. RUB I SUB II SUN III SUN IV

(OTHER,
(14-1328)

1 1 1 1 1

PART IV - CCMPUTATICN OF OBSERVATION NED COST

93 TOTAL ONSSRVATICN SF00 439 83

8; ACCOSTED GENERAL INPATIENT ROUTINE CLOT PER DIEM 022.12 84

SN COSNRVAT:CN NEC COST 273195



PROVIDER HO. 14-1328 HAROIN COUNTY GENERAL HOSPITAL OpT:MIzER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION: 2008.05

PERIOD PROM 04/01/2007 TO 03/31/2008 IN LIEU OF FORM CMS-2552--96 )11/98 08/20/2008 09:19

COMPUTATION OF INPATIENT OPERATING COST WORKSHEET 0-1
PART I

I TITLE V-IHPT I TITLE XVIII-PART A (xx:: TITLE XIX-1NPT

PERT I - ALL PROVIDER COMPONENTS
HOSPITAL SUB I SOB II SUB III SUB IV

14.132:8)

INPATIENT DAYS 1 1 1 1 1

1 INPATIENT DAYS )INCLUOING PRIVATE ROOM DAYS AND SWING-BED DAYS 4399 1

EXCLUDING NEWBORN)

2 INPATIENT DAYS INCLUDING PRIVATE ROOM DAYS, EXCLUDING SWING 3315 2

BED .9110 NEWBORN DAYS)

3 PR:VA’rE ED-OW DAYS EXCLUDING SWING-BED PR:VATE ROCM CAl’S

4 SEMI-PRIVATE KOCH DAYS EXCLUDING SWING-BED PRIVATE ROOM DAYS)

5 TOTAL SWNIG-EED SNF-TYPE INPATIENT DAYS INCLUDING PRIVATE

ROOM DAYS) THROUGH DECEMBER 31 OF THE COST REPORTING PERIOD

S TOTAL SMING-BED SNF-TYPE INPATIENT DAYS )INCLUDNG PRIVATE 225 8

ROOM DAYS) AFTER DECEMBER 31 OF THE COST REPORTING PERIOC

7 TOTAL SWING-BED NP-TYPE INPATIENT DAYS )INCL PRIVATE 141 7

ROOM DAYS) THROUGH DECEMBER 31 OF THE COST REPORTING PERIOD

8 TOTAL SWING-BED HF-TYPE INPATIENT DAYS )INCL PRIVATE 45 8

ROOM DAYS) AFTER DECEMBER 31 OF THE COST REPORTING PERIOD

9 INPATIENT DAYS INCLUDING PRIVATE ROOM DAYS APPLICABLE TO THE 402 9

PROGRAM EXCLUDING SWING-BED AND NEWBORN DAYS

10 SWING-BED 5NF-TYPE IIIPATIEHT DAYS APPLICABLE TO TITLE XVIII 10

ONLY INCLUDING PRIVATE SO-GM DAYS; THROUGH DECEMBER 31 OF THE

CCST REPORTING PERIOD

11 SWING-BED 5NF-TYFE INPATIENT DAYS APPLICABLE TO TITLE XVIII

ONLY -INCLUDING PRIVATE ROOM DAYS: AFTER DECEMBER 31 OF THE

COST REPORTING PERIOD
12 SWING-BED HF-TYPE INPATIENT DAYS APPLICABLE TO TITLES V OR XIX 12

ONLY INCLUDING PRIVATE ROOM DAYS) THROUGH DECEMBER 31 OF THE

COST REPORTING PERIOD
13 SWING-BED HF-TYPE INPATIENT DAYS APPLICABLE TO TITLES V OR XIX 13

OIILY INCLL’DING PRIVATE ROOM DAYS) AFTER DECEMBER 31 OF THE

COST REPORTiNG PERIOD

14 MEDICALLY NECESSARY PRIVATE ROOM DAYS APPLICABLE TO THE

PROGRAM (EXCLUDING EWING-BED DAYS)

15 TOTAL NURSERY DAYS 15

16 TITLE V OR XIX NURSERY DAYS 16



PROVIDER HO. 14-1328 HAROIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC WIN-LASH MICRO SYSTEM VERSION 2008.05

PERIOD FROM 04/01/2007 TO 03/31/2008 IN LIEU OF FORII CMS-2B52-96 (11/98) 08/21/2008 09i9

COMPUTATION OF INPATIENT OPERATING COST WORKSHEET D-1
PART I )CONT’

I TITLE V-IHPT [ TITLE XVIII- PART A :xx: TITLE XIX-INPT

PART 1 - ALL PROVIDER COMPONENTS
HOSPITAL SOB I SUE Il 5135 lIZ SUE V HF

SWING-SEC ADJUSTMENT 1 1 1 1 1

17 MEDICARE RATE FOR SWING-BED SNF SERVICES APPLICABLE TO 17

SERVICES THROUGH DECEMBER 31 OF THE COST REPORTING PERIOD

18 MEDICARE RATE FOR SWING-BED SHF SERVICES APPLICABLE TO 38

SERVICES AFTER DECEMBER 31 OF THE COST REPORTING PERIOD

19 MEDICAID RATE FOR SWING-BED HF SERVICES APPLICABLE ‘10 98.38

SERVICES THROUGH DECEMBER 31 OF THE COST REPORTING PERIOD

20 MEDICAID RATS FOR SWING-BED HF SERVICES APPLICABLE TO 98.38

SERVICES AFTER DECEMBER 31 OF THE COST REPORTING PERIOD

21 TNTAL GENERAL INPATIENT ROUTINE SERVICE COST 2639725

22 SWING BED COST APPLICABLE TO SHF-TYPE SERVICES THROUGH

DECEMBER 31 OF THE COST REPORTING PERIOD

23 SWING BED COST APPLICABLE TO SNF-TYPE SERVICES AFTER

DECEMBER 31 OF THE COST REPORTING PERIOD

24 SWING-BED COST APPLICABLE TO HF-TYPE SERVICES THROUGH 13773 24

DECEMBER 31 OF THE COST REPORTING PERIOD

25 S-WING-BED COST APPLICABLE TO HF-TYPE SERVICES AFTER 4525 25

DECEMBER 31- OF THE COST REPORTING PERIOD

26 TOTAL SWING-BED COST 577052 26

2 GENERAL INPATIENT ROUTINE SERVICE COST NET OF SWING-BED COST 2062673 27

PRIVATE ROOM DIFFERENTIAL ADJUSTMENT

28 GENERAL INPATIENT ROUTINE SERVICE CHARGES 1160007 28

)EXCLUDING SWING-BED CHARGES)

29 PRIVATE ROOM CHARGES )EXCLUDING SWING-BED CHARGES) 29

30 SEMI-PRIVATE ROOM CHARGES EXCLUDING SWING-BED CHARGES) 1160007 30

31 GENERAL INPATIENT ROUTINE SERVICE COST/CHARGE RATIO 1.778156 31

32 AVERAGE PRIVATE ROOM PER DIEM CHARGE 32

33 AVERAGE SEMI-PRIVATE ROOM PER DIEM CHARGE 349.93 33

34 AVERAGE PEE DIEM PRIVATE RDOM CHANGE DIFFERENTIAL 34

35 AVERAGE PER DIEM PRIVATE RDOM CC-ST DIFFERENTIAL 35

36 PRIVATE ROOM COST DIFFERENTIAL ADJUSTMENT 36

37 GENERAL INPATIENT ROUTINE SERVICE COST NET OF SWING-BED COST 37

AND PRIVATE ROOM COST DIFFERENTIAL

2062673



HOSPITAL SUB I SUB II SUB III SUB IV

)OTHER
14-1328’

FROGRAM INPATIENT CPERATING COST BEFORE

PASS THROUGH COST ADJUSTMENTS

38 ADJUSTED GENERAL INPATIENT ROUTINS SERVICE COST PER DIEM

39 PROGRAM GENERAL INPATIENT ROUTINE SERVICE COST

41 MEDICALLY NECESSARY PRIVATE ROOM COST APPLICABLE TO THE PROGRAM

41 TOTAL PROGRAM GENERAL INPATIENT ROUTINE SERVICE COST

TOTAL TOTAL AVERAGE PROGRAM PROGRAM

I/P COST I/P DAYS PER DIEM DAYS COST

2 3 4 5

42 NURSERY TITLES V AND XIX ONLY)

INTENSIVE CARE TYPE INPATIENT HOSPITAL UNITS

43 INTENSIVE CARE UNIT

44 CORONARY CARE UNIT

45 BURN INTENSIVE CARE UNIT

46 SURGICAL INTENSIVE CARE UNIT

47 OTHER SPECIAL CARE )SPECIFY

HOSPITAL SUB I SUB II SUB III SUB IV

oTHER)
(14-1328)

48 PROGRAM INPATIENT ANCILLARY SERVICE COST

49 TOTAL PROGRAM INPATIENT COSTS

PASS THROUGH COST ADJUSTMENTS

50 PASS THROUGH COSTS APPLICABLE TO PROGRAM INPATIENT ROUTINE

SERVICES

51 PASS THROUGH COSTS APPLICABLE TO PROGRAM INPATIENT

ANCILLARY SERVICES

92 TOTAL PROGRAM EXCLUDABLE COST

53 TOTAL PROGRAM INPATIENT OPERATING COST EXCLUDING CAPITAL

RELATED, NONPHYSICIAN ANESTHETIST AND MEDICAL EDUCATION COSTS

PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION 211805

PERIOD FROM 04/01/2107 TO 03/31/2008 IN LIEU OF FORM CMS-2552-96 (11/98) 08/20/2008 I919

COMPUTATION OF INPATIENT OPERATING COST WORKSHEET D-1
PART II

) TITLE V-INST TITLE XVIII-PART A XX] TITLE XIX-INPT

PART II - HOSPITAL AND SUEPROVIDERS ONLY

622 .22
250132

38
39
41

42

43

45
46
47

48
49

221401
471933

12482 50

4094 51

16576 52



PROVIOER NO. 14-1328 NARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION: 2008.OS

PERIOO FROM 04/01/2007 TO 03/31/2008 IN LIEU OF FORM CMS-2S52-96 (11/98) 08/20/2008 09:19

COMP1JTAT:oI; OF INPATIENT OPERATING COST WORKSHEET D-i

PAST II CONT’

TITLE V-INPT [ TITLE 201:11-PART A [XX TILLS XIX-INPT

PART II HOSPITAL AND SUBPROVIDERS ONLY
HOSPITAL SUB I SUB II SUB III SUB IV

(OTNER

TARGET AMOUNT AND LIMITATION COMPUTATION 1 1 1 1 1

54 PROGRAM DISCHARGES

59 TARGET AMOUNT PER DISCHARGE
59

SE TARGET AMOUNT
96

97 OIFFERENCE BETWEEN ADJUSTED INPATIENT OPERATING COST AND 57

TARGET AMOUNT

58 BONDS PAYMENT
58

5801 LESSER CF LINE 53/LINE 94 05 LINE 55 FROM THE COST REPoRTING SB .01

PERIOD ENDING 1996, UPDATED & COMPOUNDED BY THE MARKET SASKET

5802 LESSER OF LINE 93/LINE 94 OR LINE 95 FROM PRIOR YEAR COST 5812

REPORT UPDATED BY THE MARKET BASKET

9803 IF LINE 33/LINE 94 IS LESS THAN THE LOWER OF LINES 55, 98.01 58.03

OR 5802, THE LESSER OF 50% OF THE AMOUNT BY WHICH OPERATING

COSTS ARE LESS THAN EXPECTED COSTS, OR 1% OF THE TARGET AMOUNT

5804 RELIEF PAYMENT
58.04

59 ALLOWABLE INPATENT COST PLUS INCENTiVE PAYMENT 59

5901 ALLOWABLE INPATIENT COST PER DISCHARGE LTCH ONLY)
59.01

5902 PROGRAM DISCHARGES PRIOR TO JULY 1
5902

5903 PROGRAM DISCHARGES AFTER JULY 1
59.03

59.04 PROGRAM DISCHARGES (SEE INSTRUCTIONS)
59.34

5905 REDUCED INPAT COST PER DISCH. FOR DISCHARGES PRIOR TO JULY 1 5919

99.06 REDUCED INPAT COST PER DISCHARGE FOR DISCHARGES AFTER JULY 1 59.16

59.07 REDUCED INPAT COST PER DISCHARGE SEE INSTR, LTCH ONLY: 59.07

59.08 REDUCED INPATIENT COST PLUS INCENTIVE PAYMENT (SEE INSTR.( 59.08

PROGRAM INPATIENT ROUTINE SWING BED COST

60 MEDICARE SWING-BED SEP INPATIENT ROUTINE COSTS THROUGH 60

DECEMBER 31 OF THE COST REPORTING PERIOD

61 MEDICARE SWING-BED SHF INPATIENT ROUTINE COSTS AFTER 61

DECEMBER 31 OF THE COST REPORTING PERIOD

62 TOTAL MEDICARE SWING-BED SNF INPATIENT ROUTINE COSTS 62

63 TITLE V OR XIX SWING-BED HF INPATIENT ROUTINE COSTS THROUGH 63

DECEMBER 31 OP THE COST REPORTING PERIOD

94 TITLE V OR XIX SWING-BED HF INPATIENT ROUTINE COSTS AFTER 64

DECEMBER 31 OF THE COST REPORTING PERIOD

65 TOTAL TITLE V OR XIX SWING-BED HF INPATIENT ROUTINE COSTS 69



PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION: 2008.05

PERIOD FROM 04/1172017 TO 03/31/2018 IN LIEU OF FORM CMS-2052-96 11/98 08/21/2018 09:19

COMPUTATION OF INPATIENT OPERATING COST MORKSHEET Dl
PARTS III & IV

TITLE V-INPT [ J TITLE XVIII-PART A [XX] TITLE XIXINPT

PART I Il-SKILLED NURSING FACILITY, NURSING FACILITY AND ICF/MR ONLY NP

5S SNF/NF/1CF/MR P.OUTINE SERVCE COST 66

57 AOJCSTED GENERAL INPATIENT ROUTINE SERVICE COST PER DIEM 67

68 PROGRAM ROUTINE SERVICE COST 58

69 MEDICALLY NECESSARY PRIVATE ROOM COST APPLICARLE TO PROGRAM 69

70 TOTAL PROGRAM GENERAL INPATIENT ROUT:NE SERVICE COSTS 71

71 CAPITAL RELATED COST ALLOCATED TO INPATIENT ROUTINE SERV COSTS 71

72 PER DIEM CAPITAL RELATED COSTS 72

73 PROGRAM CAPITAL RELATED COSTS 73

74 INPATIENT ROUTINE SERVICE COST 74

79 AGGREGATE CHARGES TO SENEF101ARIES FOR EXCESS COSTS 75

76 TOTAL POW ROUTINE SERVICE COSTS FOR COMPARISON TO COST LIMIT

77 INPATIENT ROUTINE SERVICE COST PER DIEM LIMITATION 77

79 :NPATIENT ROUTINE SERVICE COST L:I1ITATION 78

‘9 REASONABLE INPATIENT ROUTINE SERVICE COSTS 79

80 PROGRAM INPATIENT ANCILLARY SERVICES 80

81 UTILIZATION REVIEX--PHYSICIAN COMPENSATION 81

82 TOTAL PROGRAM INPATIENT OPERATING COSTS 82



PROVIOER NO. 14-1328 HAROIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION 200805

PERIOO FROM 04/01/2007 TO 03/31/2008 IN LIEU OF FORM CM5-2552-96 11/98) 08/20/2008 0919

COMPUTATION OF INPATIENT OPERATING COST WORKSHEET 0-1
PARTS III &

I TITLE V-:NPT T:TLE XVII-PART A Ix):] TITLE MIX-lILAC

HOSPITAL SUB I SUE II SUB III SUB IV

CTHER
14-1328

PART IV - COMPUTATION CF OBSERVATION BEO COST

83 TOTAL OSSERVATION BEDS 439 53

84 AOJUSTEO GENERAL INPATIENT ROUTINE COST PER DIEM 822.22 84

85 OBSERVATION BED COST 273155 85



PROVIDES ED. 14 1329 HARLAN COUNTY GENERAL HOSPITAL

PERIOD FROM 04/11/2117 TO 13/31/2316

ANPATIENT ANCILLARY COST APPORTIONMENT

I TITLE V LXXI HOSPITAL

[XXI TITLE XVIII PT A I I SUB I

I TITLE XIX 1 SUB II

I SUB III

I I SUB IV

OPTIMIZER SYSTEMS, INC. WAN LASH MICRO SYSTEM

IN LIEU OF FORM DM5 2552 96 11/98

I SNF

I NP

I S/B 5SF
[S/BNF

I : ICFMR

VERSION: 1008.05

16/20/2036 09:19

WORKSHEET D 4

COST CENTER CESCR:PT:DN

RATIO OF COST NPATANNT

TO CHARGES PRCGRAI4 CHARGES
INPATIEI4’D

PROOF_AN COSTS

INPATIENT ROUTINE SERVICE COS’I CENTERS

25 ADULTS & PEDIATRICS
ANCILLARY SERVICE COST CENTERS

41 RADIOLOGY DIAGNOSTIC
44 LA8_P,ATORY
46 34 BLOOD CLOTTING FACTORS ANNIE CO

49 RESPIRATORY THERAPY

51 PHYSNIAL THEP,APY

51 OCCUPATIONAL THERAPY

52 SPEECH PATHOLOOY

53 ELECTROCARDIOLOGY
55 MEDICAL SUPPLIES CHARGED TO PAT

56 DRUGS CHARGED TO PATIENTS
OUTPATIENT SERVICE COST CENTERS

61 EMRRGENCY
62 OBSERVATION BEDS NON DISTINCT

OTHER REIMBURSABLE COST CENTERS

63.51 RURAl, HEALTH CLINIC

63 60 FQHC
101 TOTAL
102 LESS PBP CLINIC LAB SVCS PGM ONLY CHARGES

103 NET CHARGES

.171518

.246204

.472629

1.541160
1.600168

i.722”3

44
46.31
49
50

52
53
55
56

61
62

63.51
6360

101
102
103

14 1328’ I PPS
TEFRA

[XXI OTHER

8’6033

.3.73SI 302215
4098S

.327199 2I599

264II 27895

104974

88512
735

30399
94645

299925

615

177235

384415
633743

2289989 882449

2289989



PPOV:DER NO. 14 1328 HANDIN COUNTY GENERAL HOSPITAL

PERIOD FROM 14/31/1111 TO 03/31/2008

INPATIENT ANCILLARY COST APPORTIONMENT

TITLE V = HOSPITAL

XX TITLE xv:I: PT A jSUB I

TITLE XIX [ ] SUB II

I SUB III

I SUB IV

OPTIMIZER SYSTEMS, INC. WIN LASH MIOPO SYSTEM

III LIEU OF FORM CMS-255296 1:198

I SNF

I NF

,XXI S/B SNF 14 Z328

I S/BNF

IICF.’MR

VEPSIOII: 2015 05

08.’2I/2018 I919

WORKSHEET D 4

:NpAT:ENT ROUTINE SERVICE COST CENTERS

5 AOULTS & PEDIATRICS

ANCILLARY SERVICE COST CENTERS

41 RADIOLOGY CIA000STIC

44 LABORATORY

46 30 BLOOD CLOTTING FACTORS ADMIN CO

49 RESPIRATORY THERAPY

“0 PHYSICAL THERAPY

11 OCCUPATIONAL THERAPY

52 SPEECH PATHOLOGY

53 ELECTROCARD I OLOGY

55 MEDICAL SUPPLIES CHARGED TO PAT

56 DRUGS CHARGED TO PATIENTS

OUTPATIENT SERVICE COST CENTERS

61 EMERGENCY

62 OBSERVATION BEDS NON DISTINCT

OTHER REIMBURSABLE COST CENTERS

6.,.5I RURAL HEALTH CLINIC

63.60 FCHC
101 TOTAL
102 LESS PBP CLINIC LAB SVCSPGM ONLY CHARGES

103 NET CHARGES

41
44
46 30
49
50

52
53
15
SR

61
62

63 .60
63 60

101
102
103

COST CENTER DESCRIPTION

I PPS
TERRA

:XXI OTHER

RATIO OF COST INPATIENT INPATIENT

TO CHARGES PROGRAM CHARGES PROGRAM COSTS

25

.5120”I 73270 3’519

.327095 76204 24926

.264027 110319 2912

. 171518 9930 1703

.246204 121695 29962

.472629 82674 86337

1.540180 748 1152

1. 600168

1. 722’73

60.642 220730

603642



SNF

I HF
S/B SNF
S/BNF
ICF’MR

VERS:ON: 200803
18/21,2008 0919

WORKSHEET 0 4

COST CENTER oESRIPT:ON

KAOO CF COST
0 C1ARGES

INPATIENT
PRCORAM CHARGE

INPATENT
PROGRAN COSTS

PROVLAER NO. 141S28 HABOIN 000NTY GENERIC, HOSPITAL

PERIOD FROM 14/11:2:07 TO 03,3:12008

INPATIENT ANCILLARY COST APPORTIONMENT

TITLE V lxx’ HOSPITAL 14 1328
1 CITLE XVIII PT A I SUB I

XX; TITLE XIX , I SUB II
SUB III
sos iv

OPTIMIZER SYSTEMS, INC. WIN LASH MICRO SYSTEM

IN ZEO OF FORM CYS 2952 96 1:798

PPS
TEFRA

[XXI OTHER

OOPATS11T P.OCTIUR SEPC’CE COST CENTERS

25 AOI,’LTS & PEDIATRICS 25

ANCILLARY SERVICE COST CENTERS

41 RA010000Y OIAGNOSTIC .347350 75”31 26305 41

44 LABORATORY .312070 127081 RI074 44

46.30 80000 CLOTTING FACTORS AOMIN CO 46.30

49 RESPIRATORY THERAPY .327095 53846 17613 49

50 PHYSICAL THERAPY .264027 2333 616 50

51 OCCUPATIONAL THERAPY 51

51 SPEECH PATHOLOGY 52

53 ELECTR0OARC:CLCGY . 71518 22656 3891 93

56 MEDICAL SUPPLIES CHANCED TO PAT .246204 57037 14043 55

56 ORUGS CHARIFO TO PATN’’S 472629 161591 75947 56

O’JTPATIEN’C SERVICE COS0 CENTERS

61 EMERGENCY 1.540181 9743 ‘5006 61

62 OBSERVATION BEDS NON DISTINCT 1.600168 1816 2906 62

OTHER REIMBURSABLE COST CENTERS

63.50 RURAL HEALTH CLINIC 1.722773 63 50

63.60 FQHC 63.60

101 TOTAL 510964 221401 101

112 LESS PBP CLINIC LAB SVCS PGM ONLY CHARGES 102

103 NET CHARGES 511564 103



PROVIDER NO. 14-1328 MARGIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSiON 2008.05

PERIOD FROM 04/01/2007 TO 03/31/2008 IN LIEU OF FORN CMS-2552-96 (9/2100) 08/20/2008 0919

CALCULATION OF REIMBURSEMENT SETTLEMENT WORKSHEET E
PART B

PART B - MEDICAL AND OTHER HEALTH SERVICES

HCSPITAL HOSp:TAL HOSPITAL

(14-1328) (14-1328) (14-1328)

1 1,01 1.02

I MEDICAL AND OTHER SERVICES 1152101 1

1.11 MEDICAL ANT OTHER SERVICES RENDERED CM ‘OR 1.11

AFTER AUGUST 1, 2100

1.02 PPS PAYMENTS RECEIVED INCLUOING OUTLIERS 1.02

1.13 1996 HOSPITAL SPECIFIC PAYMENT TO COST 1.13

RATIO
1.04 LINE 1.01 TIMES LINE 1.03 1.04

1.01 LINE 1.02 DIVIOEO BY LINE 1.14 2.05

1,06 TRANSTIONA1 CORRIDOR PAYMENT 1.16

..17 AMOUNT FROM WORKSHEET D, PART IV, 1.07

COLUMN 9, LINE 111.

2 INTERNS AND RESIDENTS

3 ORGAN ACQUIS:TIONS 3

4 COST OF TEACHING PHYSICIANS 4

S TOTAL COST 1152100

COMPUTATION OF LESSER OF COST OR CHARGES

REASONABLE CHARGES

6 AIICILLARY SERVICE CHARGES 6

7 INTERNS AND RESIDENTS SERVICE CHARGES 7

8 ORGAN ACQUISITION CHARGES 8

9 CHARGES OF PROFESSIONAL SERVICES OF 9

TEACHING PHYSICIANS

10 TOTAL REARONABLE CHARGES
10

CUSTOMARY CHARGES
11 AGGREGATE AMOUNT ACTUALLY COLLECTED FROM 13

PATIENTS LIABLE FOR PAYMENT FOR SERVICES ON

A CHARGE BASIS

12 AMOUNTS THAT WCULD HAVE BEEN REALIZED FROM

PATIENTS LIABLE FOR PAYMENT FOR SERVICES ON A

CHARGE BASIS HAD SUCH PAYMENT BEEN MADE

IN ACCORDANCE WITH 42 CFR 413.13(E)

13 RATIO OF LINE 11 TO LINE 12 13

14 TOTAL CUSTOMARY CHARGES
14

15 EXCESS CF CUSTOMAP.Y CHGES OVER REASONABLE 15

COST
16 EXCESS OF REASONABLE COST OVER CUSTOMARY 16

CHARGES
17 LESSER OF COST DR CHARGES

17

17.01 TOTAL PPS PAYMENTS
17.01

1163621



PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION: 200805

PERIOO FROM 04/01/2007 TO 03/31/2008 IN LIEU OF FORM CMS-2552-96 (9/2000) 08/20/2008 09:19

CALCULATION OF REIMBURSEMENT SETTLEMENT WORKSHEET E
PART B

PART B - MEDICAL AND OTHER HEALTH SERVICES

HOSPITAL HOSPITAL HOSPITAL

14-1328) (14-1328) 14-1328(

COMPUTATION OF REIMBURSEMENT SETTLEMENT

18 DEDUCTIBLES 18918 18

18.01 COINSURANCE 322989 1901

19 SUBTOTAL 821714 19

20 SUM OF AMOUNTS FROM MAST B, PARTS C,D & E 21

D:RECT GRADUATE MEDICAL EDUCATION PAYMENTS Ii

22 ESRD DIRECT MEDICAL EDUCATION COSTS 22

23 SUBTOTAL 821714 23

24 PRIMARY PAYER PAYMENTS 117 24

25 SUBTOTAL 821607 23

REIMBURSABLE BAD DEBTS EXCLUDE BAD DEBTS FOR

PROFESSIONAL SERVICES)

26 COMPOSITE RATE SSRD
26

27 BAD DEBTS 111388 27

1711 REDUCED REMBURSABLE BAD DEBTS 101398 2.I1

2.02 REIMBURSABLE BAD DEBTS FOR DUAL ELIGIBLE 98522 27.02

BENEFICIARIES )SEE INSTRUCTIONS)

28 SUBTOTAL 922995 28

29 RECOVERY OF EXCESS DEPRECIATION RESULTING 29

FRDM PROVIDER TERMINATION OR A DECREASE IN

PROGRAM UTILIZATION

31 OTHER ADJUSTMENTS 30

30.99 OTHER ADJUSTMENTS )MSP-LCC RECONCILIATION 30.99

AMOUNT)

31 AMOUNTS APPLICABLE TO PRIOR COST REPORTING 31

PERIODS RESULTING FROM DISPOSITION CF

DEPRECIABLE ASSETS

32 SUBTOTAL 922995 32

33 SEQUESTRATION ADJUSTMENT 33

34 INTERIM PAYMENTS 914046 34

34.01 TENTATIVE SETTLEMENT )FOR SI USE ONLY) 34.01

35 BALANCE DUE PROVIDER/PROGRAM 8949 35

36 PROTESTED AMOUNTS (NONALIOWABLE COST 36

REPORT ITEMS) IN ACCORDANCE WITH CMS PUB

15-lI, SECTION 119.2



PROVIDER NO. 141328 HARD1N COUNTY GENERAL HOSPiTAL OPTIMIZER SYSTEMS, INC. HINLASH MICRO SYSTEM VERSION: 200805

PERIOO FROM 04/01/2007 TO 03/31/2008 IN LIEU OF FORM CMS-255296 .11/98) 08/20/2038 09:19

ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED WORKSHEET E-’.

HOSPITAL (141328)
1NPATI SET

PART A PART S

DESCRIPTION MM/DD/YYYY AMOUNT MM/DD/YYYY AMOUNT

I TOTAL INTERIM PAYMENTS PAID TO PROVIDER 2088840 914046

2 INTERIM PAYMENTS PAYABLE ON INDIVIDUAL BILLS EITHER NONE NONE 2

SUBMITTED OR TO BE SUBMITTED TO THE :NTERMEDIARY FCR

SERVICES RENDERED IN THE COST REPORTING PERIOD. IF

NONE, WRITE ‘NONE’, OR ENTER A ZERO.

3 LIST SEPARATELY EACH RETROACTIVE LUMP SUM .01 3.01

ADJUSTMENT AMOUNT BASED ON SUBSEQUENT PROGRAM .02 3.02

REVISION OF THE INTERIM RATE FOR THE COST TO .03 NONE NONE 3.03

REPORTING PERIOD. ALSO SHOW DATE OF EACH PROVIDER .04 3.04

PAYMENT. IF NONE, WRITE ‘NONE’ OR ENTER A ZERO. .15 3.05

.01 3.90

PROVIDER .01 3.01

TO .52 NONE NONE 3.52

PROGRAM .53 3.53

.54 3,54

SUBTOTAL
3.99

4 TOTAL INTERIM PAYMENTS 2088840 914146 4

TO BE COMPLETED BY INTERMEDIARY

5 LIST SEPARATELY EACH TENTATIVE SETTLEMENT PAY PROGRAM .11 9.01

WENT AFTER DESK REVIEW. ALSO SHOW DATE OF EACH TO .12 NONE NONE 5.02

PAYMENT. IF NONE, WRITE ‘NONE’ OR ENTER A ZERO. PROVIDER .03 5.03

PROVIDER .50 5.50

TO .51 NONE NONE 5.91

PROGRAM .52 5.52

SUBTOTAL .99

6 DETERMINED NET SETTLEMENT AMOUNT PROGRAM TO

(BALANCE DUE) BASED ON THE COST PROVIDER .01 8949 6.01

REPORT. PROVIDER TO .02 -43277 6.02

PROGRAM

7 TOTAL MEDICARE PROGRAM LIABILITY 2045963 922995 7

NAME OF INTERMEDIARY: INTERMEDIARY NUMBER:

SIGNATURE OF AUTHORIZED PERSON: DATE (MD/DAY/YE)



PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL

PERIOD FROM 04/01/2107 TO 03/31/2008

ANALYSIS OF PAYMENTS TO PROVIOERS FOR SERVICES RENOERED

SWING BED SKILLED NURSING FACILITY 14 1328

DESCRIPTION

OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM

IN LIEU CF FORM CMS-2552-96 (11/98)

INPATIENT
PART A PART B

MMJCD/YYYY AMOUNT MM/DD/YYYY

1 2 3

VERSION, 2008.05

08/20/2008 09,19

WORKSHEET E-1

AMOUNT

I TOTAL INTERIM PAYMENTS PAID TO PROVIDER

2 INTERIM PAYMENTS PAYABLE ON INDIVIDUAL BILLS EITHER

SUBMITTED OR TO BE SUBMITTED TO THE INTERMEDIARY FOR

SERVICES RENDERED IN THE COST REPORTING PERICD. IF

NONE, WRITE ‘NONE’, OR ENTER A ZERO.

3 01ST SEPARATELY EACH RETROACTIVE LOX? SUM

ADJUSTMENT AMOUNT BASED ON SUBSEQUENT

REVISION OF THE INTERIM RATE FOR THE COST

REPORTING PERIOD. ALSO SHOW DATE OF EACH

PAYMENT. IF NONE, WRITE ‘NONE’ OR ENTER A ZERO.

SUBTOTAL

4 TOTAL INTERIM PAYMENTS

5 LIST SEPARATELY EACH SENTATIVE SETTLEMENT PAY

MENT AFTER DESK REVIEW. ALSO SHOW DATE OF EACH

PAYMENT. IF NONE, WRITE ‘NONE’ OR ENTER A ZERO.

TO SE COMPLETED

PROGRAM .01

TO 02
PROVIDER .03
PROVIDER .50

TO .51
PROGRAW .52

PROGRAM TO
PROVIDER .01

PROVIDER TO .02

PROGRAM

776206
NONE NONE

5.01
NONE 502

5 . 03
5.50

NONE 5.51
5 .52

5.99

6.01
6 .02

PROGRAM 12
TO .03

PROVIDER .04
.05

PROVIDER .51
TD .52

PROGRAM . 53

99

2

3 .01
3 02

NONE NONE 3.03
3 . 04
3.05
3 .51

NONE NONE 3.52

3 . 54

4

BY INTERMEDIARY

SUBTOTAL
6 DETERMINED NET SETTLEMENT AMOUNT

BALANCE DUE; BASED ON THE COST

REPORT.

7 TOTAL MEDICARE PROGRAM LIABILITY

NAME OF INTERMEDIARY:

SIGNATURE OF AUTHORIZED PERSON,

776206

NCNE

NONE

-2680

773526

INTERMEDIARY NUMBER

DATE MO/DAY/YR



PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WINLASH MICRO SYSTEM VERSION 2008.QS

PERIOD FROM 04/01/2007 TO 03/31/2008 IN LIED OF FORM CMS25S296 (9/1999) 08120/2008 0919

CALCULATION OF REIMBURSEMENT SETTLEMENT SUPPLEMENTAL

SWING BEDS WORKSHEET E 2

COMPUTATION OF NET CCST OF COVERED SERVICES

TITLE V - TITLE XVIII --- -- TITLE XIX

S/B NF S/B SNF S/B 5SF S/B SNF S/B SF

PART A PART B
14--Z328’ 14-Z328

1 1 2 1 1

INPATIENT ROUT:NE SERVICES - SWING BED - SDF

I INPATIENT RCUTINE SERVICES - SWING BED - SF

3 ANCILLARY SERVICES

4 PER DIEM COST FOR INTERNS AND RESIDENTS NOT IN 4

APPROVED TEACHING PROGRAM

5 PROGRAM DAYS 898

S INTERNS AND RSS IDENTS NOT IN APPROVED TEACHING 6

PROGRAM
7 UTILIZATION REVIEW - PHYSICIAN CCMPENSAT1ON -

7

SNF OPTIONAL METHOD ONLY

8 SUBTOTAL 787279 8

9 PRIMARY PAYER PAYMENTS
9

10 SUBTOTAL 787279 10

11 DEDUCTIBLES BILLED TO PROGRAM PATIENTS (EXCLUDE
ii

AMOUNTS APPLICABLE TO PHYSICIAN PROFESSIONAL

SERVICES)

12 SUBTOTAL 787279 12

IN COINSURANCE BILLED TO PROGRAM PATIENTS )EXCLUDE 32892 13

COINSURANCE FOR PHYSICIAN PROFESSIONAL

SERVICES

14 80% OF PART B COSTS
14

iS SUBTOTAL 754387 15

16 OTHER ADJUSTMENTS
is

17 REIMBURSABLE BAD DEBTS (EXCLUDE BAD DEBTS FOR 19139 17

PHYSICIAN PROFESSIONAL SERVICES

17.01 REIMBURSABLE BAD DEBTS FOR DUAL ELIGIBLE 19139 17.01

BENEFICIARIES

lB TOT-AL 773526 18

19 SEQUESTRATION ADJUSTMENT
19

20 INTERIM PAYMENTS 776206 20

20.01 TENTATIVE SETTLEMENT (FOR Fl USE ONLY)
20.01

21 BALANCE DUE PROVIDER/PROGRAM -2680 21

22 PROTESTED AMOUNTS )NONALLOWABLE COST REPORT
22

ITS--ME) IN ACCCRD--CE WITH CMS PUB 15-Il,

SECTION 115.2



PROVIDER NO 141328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WINLASH MICRO SYSTEM VERSIOIO 200865

PERIOD FROM 04/6112007 TO 03/31/2008 IN LIEU OF FORM CMS-2552-96 9/1999 08/20/2008 0919

CALCULATION OF REIMBURSEMENT SETTLEMENT WORKSHEET E-3
PART II

PART II - MEDICARE, PART A SERVICES - COST REIMBURSEMENT

HOSPITAL SUB I SUB II SUB III SUB IV SNF I

14-1328

1 INPATIENT SERVICES 2260666

III NURSING AND ALLIED HEALTH KANAGEC CARE

PAYMENT SEE INSTRUCT1CNS

2 ORGAN ACQUISITION

3 COST OF TEACHING PHYSICIANS

4 SUBTOTAL 2260666

S PRIMARY PAYER PAYMENTS
s

6 TOTAL COST 2283273 6

COMPUTATION OF LESSER OF COST OR CHARGES

REASONABLE CHARGES

7 ROUTINE SERVICE CHARGES

8 ANCILLARY SERVICE CHARGES

9 ORGAN ACQUISITION CHARGES, NET OF REVENUE

10 TEACHING PHYSICIANS 10

11 TOTAL REASONABLE CHARGES 11

12 AGGREGATE AMOUNT ACTUALLY COLLECTED FROM PATIENT 12

LIABLE FOR PAYMENT FOR SERVICES ON A CHARGE BASIS

13 AMOUNT THAT WOULD HAVE BEEN REALIZED FROM

PATIENTS LIABLE FOR PAYMENT FOR SERVICES ON A

CHARGE BASIS HAD SUCH PAYMENT BEEN MADE IN

ACCORDANCE WI17: 42 CFR 413.13 E

14 RATIO OF LINE 12 TO LINE 13 14

lB TOTAL CUSTOMARY CHARGES 15

16 EXCESS OF CUSTOMARY CHARGES OVER REASONABLE COST 16

17 EXCESS OF REASONABLE COST OVER CUSTOMARY CHARGES 17



PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION: 200805

PERIOD FROM 04/01/2007 TO 03/31/2008 IN LIEU OF FORM CMS-255296 (9/1999) 08/20/2008 09:19

CALCULATION OF REIMBURSEMENT SETTLEMENT WORKSHEET E-3
PART II

PART II MEDICARE, PART A SERVICES - COST REIMBURSEMENT

HOSPITAL SUB I SUB :0 SUB III SUB 10 REF

14-1328

COMPUTAT:CN OF REIMBURSEMENT SELTOEMENT

15 DIRECT GRADUATE MEOIAL EDUCATION PAYMENTS 18

19 COST OP COVERED SERVICES 2283273 19

20 DEOUCTIBLES 292919 20

21 EXCESS REASONABLE COST 21

22 SUBTOTAL 1990354 22

23 COINSURANCE 10736 23

24 SUBTOTAL 1979618 24

25 REIMBURSABLE SAD DEBTS EXCLUDE BAG DEBTS 64316 25

FOR PROFESSIONAL SERVICES:
25.11 REDUCED REIMBURSABLE BAD DEBTS 64319 25.01

1502 REIMBURSABLE BAD DEBTS FOR DUAL ELIGIBLE 64318 2512

BENEFICIARIES SEE INSTRUCTIONS

26 SUBTOTAL 2043936 26

27 RECOVERY OP EXCESS DEPRECIATION RESULTING FROM 27

PROVIDER TERMINATION OR A DECREASE IN PROGRAM
UTILIZATION

22 PAYMENTS MADE UNDER MSP 28

29 AMOUNTS APPLICABLE TO PRIOR COST REPORTING 29

PERIODS RESULTING FROM DISPOSITION OF

DEPRECIABLE ASSETS
30 SUBTOTAL 2045563 30

31 SEQUESTRATION ADJUSTMENT 31

32 INTERIM PAYMENTS 2088840 32

32.01 TENTATIVE SETTLEMENT )FOR Fl USE ONLY) 32.01

33 BALANCE DUE PROVIDER/PROGRAM -43277 33

34 PROTESTED AMOUNTS )NONALLOWABLE COST REPORT 34

ITEMS) IN ACCORDANCE WITH DMA PUB 15-Il,

SECTION 115.2



PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, CUC. WIN-LASH MICRO SYSTEM VERSION 2308.55

PERIOD FROM 04/01/2007 TO 03/31/2008 IN LIEU OF FORM CMS-2552-96 9/96 08/20/2008 59:18

BALANCE SHEET WORKSHEET G

ASSETS GENERAL SPECIFIC ENDOWMENT PLANT

FUND PURPOSE FUND FUND

FUND
1 2 3 4

CURRENT ASSETS

I CASH ON HAND AND IN BANKS 96714

2 TEMPORARY INVESTMENTS 2

3 NOTES RECEIVABLE 3

4 ACCOUNTS RECEIVABLE 2303327 4

5 OTHER RECEIVABLES 598745 5

6 ALLOWANCE FOR UNCDLLSTIBLE

NOTES & ACCOUNTS RECEIVABLE -743489 6

7 INVENTORY 141346 7

S PREPAID EXPENSES 13388 8

9 OTHER CURRENT ASSETS 9

10 DUE FROM OTHER FUNDS 10

11 TDTAL CURRENT ASSETS 2410131 11

FIXED ASSETS

12 LAND 17000 12

12,01 ACCUMULATED DEPRECIATION 12.01

13 LAND IMPROVEMENTS 100979 13

13.01 ACCUMULATED DEPRECIATION -100979 13.01

14 BUILDINGS 1391917 14

1401 ACCUMULATED DEPRECIATION ‘1079462 14.01

16 LEASEHOLD IMPROVEMENTS 15

15.01 ACCUMULATED AMCRTIZATION 15.01

16 FIXED’ EQUIPMENT 16

1601 ACCUMULATED DEPRECIATION 16.01

17 AUTOMOBILES AND TRUCKS 17

17.01 ACCUMULATED DEPRECIATION 17.01

18 MAJOR MOVABLE EQUIPMENT 2277737 18

1801 ACCUMULATED DEPRECIATION -1780997 18.01

19 MINOR EQUIPMENT DEPRECIABLE 19

19,01 ACCUMULATED DEPRECIATION 19.01

25 MINOR EQUIPMENT-NONDEPRECIABLE 20

21 TOTAL FIXED ASSETS 826195 21

OTHER ASSETS
22 INVESTMENTS ‘ 22

23 DEPOSITS ON LEASES 23

24 DUE FROM OWNERS/OFFICERS
24

25 OTHER ASSETS 25

26 TOTAL OTHER ASSETS 26

27 TOTAL ASSETS 3236226 27

LIABILITIES AND FUND BALANCES GENERAL SPECIFIC ENDOWMENT PLANT

FUND PURPOSE FUND FUND

FUND
1 2 3 4

CURRENT LIABILITIES

28 ACCOUNTS PAYABLE 494168 28

29 SALARIES, I4AOES & FEES PAYABLE 532510 29

30 PAYROLL TAXES PAYABLE 30

31 NOTES & LOANS PAYABLE SHORT TERM’ 457885 31

32 DEFERRED INCOME
32

33 ACCELERATED PAYMENTS 33

34 DUE TO OTHER FUNDS 34

35 OTHER CURRENT LIABILITIES 107652 35

36 TOTAL CURBENT LIABILITIES 1592215 36

LONG-TERM LIABILITIES

3” MORTGAGE PAYABLE

38 NOTES PAYABLE 236505 38

39 UNSECURED LOANS
39

41 LOANS FKCM OWNERS .01 PRIOR TO 7/1/66 41

.02 ON OP. AFTER 7/1/66

41 OTHER LONG TERM LIABILITIES 41

42 TOTAL LONG TERM LIABILITIES 42

43 TOTAL LIABILITIES
43

47 DONOR O.RKATED- ENDOWMSN’T FNND 5AL’UNRESTRICTSD

48 GOVERNING BODY CREATED - ENDOWMENT FUND SAL

49 PLANT FUND BALANCE - INVESTED IN PLANT

50 PLANT FUND BALANCE - RESESVE FOR PLANT

IMPROVEMENT, REPLACEMENT AND EXPANSION



PROVIDER NO. i4-1328 HARDIN COUNTY GENERAL HOSPITAL opT:x:ZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSIOID 2108.05

pERIOD FROM 04/11/2007 TO 03/31/2018 IN LIEU OF FORM CMS-2552 .96 9/96 08/21/2008 09 19

STATEMENT OF CHANGES INFt5ND BALANCES WORKSHEET 0 1

GENERAL FUND SPECIFIC PURPOSE FUND ENDOWMENT FUND PLANT FUND

1 2

1 FUND BALANCES AT BEGINNING OF PERIOD 342444 1

2 NET INOOME (LOSS) 2

3 TOTAL 431817 3

4 ADDITIONS (CREDIT ADJUSTMENTS) 4

5 PRIOR YEAR ADJUSTMENTS 375689 5

10 TOTAL ADDITIONS 375689 10

11 SUBTOTAL 807506 11

12 DEDUCTIONS (DEBIT ADJUSTMENTS)

13 13

14 14

lB 15

16 16

17

18 TOTAL DEDUCTIONS 18

19 FUND BALANCE AT END OF PERIOD 807006 19

PER BALANCE SHEET



PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION: 2008.05

PERIOD FROM 04/01/2007 TO 03/31/2008 IN LIEU OF FORM CMS-2552-96 (9/96) 08/20/2008 09:19

STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES WORKSHEET 0-2
PARTS I & 1

PART I- PATIENT REVENUES

REVENUE CENTER INPATIENT OUTPATIENT TOTAL

1 2 3

GENERAL INPATIENT ROUTINE CARE SERVICES

HOSPITAl.
1427844 1427844 1

2 SUBPROVIDER I
2

4 Sw:NG BED - SNF
355455 356459 4

5 SWING BED - NF

6 SKILLED NURSING FACILITY

7 NURSING FACILITY

OTHER LONG TERM CARE
8

P TOTAL GENERAL :N?ATIENT OARS SERVICES

INTENSIVE CARE TYPE INPATIEIIT HOSPITAL SERVICES

10 INTENSIVE CARS UNIT
10

11 CORONARY CARE UNIT
1:.

12 BURN INTENSIVE RARE UNIT
12

13 SURGICAL INTENSIVE CARE UNIT
13

14 OTHER SPECIAL CARE SPECIFY
14

15 TOTAL INTENSIVE CARE TYPE INPATIENT HOSPITAL SERVICE 15

IS TOTAL INPATIEN’T ROUTINE CARE SERVICES 1784303 1784303 16

17 ANCILLARY SERVICES 3992218 61-82527 10174749 17

18 OUTPATIENT SEBVICES 52752 1178578 1231330 18

18.50 RURAL HEALTH CLINIC
721215 721215 18.60

18.60 FQHC
18.60

19 HOWE HEALTH AGENCY
19

21 AMBULANCE
20

21 CORF
21

22 ASC
22

23 HOSPICE
23

24
24

25 TOTAL PATIENT REVENUES 5829273 8082320 13911593 25

PART II - OPERATING EXPENSES

26 OPERATING EXPENSES
9891394 26

27 ADD (SPECIFY)
27

28
28

29
29

30
30

31
31

33 TOTAL ADDITIONS
33

34 DEDUCT (SPECIFY)
34

35
35

36

38
38

39 TOTAL DEOUCTIONS

41 TOTAL OPERATING EXPENSES
9890394 40



PROVIDER NO. 14 1328 HARCINCOUUTYOENERAL HOSPITAL OXZEP SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION: 2008 15

PER100 FROM 04/011202 TO 03/31/2008 IV LIEU CF FORM CMS-2552 96 9/96 08/20/2008 09:19

STATEMENT OF PEVENUES AND EXPENSES WORKSHEET G 3

OESCRI PTION

1 TOTAL PATIENT REVENUES 391153 1

2 LESS CONTRACTUAL ALLOWANCES AND DISCOUNTS ON PATIENTS’ ACCOUNTS 4189825 2

3 ‘lET FATIENT REVENUES 9825768 3

4 LESS - TOTAL OPERA’r:No EXPENSES 9690394 4

5 MET INCOME FROM SERVICE TO PATIENTS 64626 5

6 CONTRIBUTIONS, OONATIONS, REQUESTS ETC. S 6

7 INCOME FROM INVESTMENTS 53” 7

B REVENUE FROM TELEPHONE AND TLEGRAPH SERV:CE 8

9 REVENUE FROM TEOEVISICN AND RADIO SERVICE 9

11 PURCHASE DISCCUNTS IC

11 REBATES AND REFUNDS OF EXPENSES 36864 ii

12 PARKING LOT RECEIPTS 12

13 REVENUE FROM LAUNORY AND LINEN SERVICE 13

14 REVENUE FROM MEALS SOLO TO EMPLOYEES AND GUESTS 26013 14

15 REVENUE FROM RENTAL OF LIVING QUARTERS 15

16 REV FROM SALE DF MED & BURG SURF TO OTHER THAN PATIENTS 16

1’ REVENUE FROM SALE OF ORUGS “U LTHEF THAN PATIENTS 17

IS REVENUE FROM SALE OF MEDICAL RECORDS AND ANSTRACTS 18

19 TUITION FEES, SALE OF TEXTBOOKS, UNIFORMS, ETC. 19

20 REVENUE FROM GIFTS FLOWER, COFFEE SHOPS. CANTEEN 20

21 RENTAL OF VENDING MACHINES 18616 21

22 RENTAL OF HOSPITAL SPACE 11200 22

23 G-CVERNMSNTAL ARPROPRIATIONE 23

24 MIECELLANOUS Z’792 24

24.01 DRANTS
37230 24.01

25 TOTAL OTHER INCOME i5.999 25

26 TOTAL
89373 26

27
27

28
28

29
29

30 TOTAL OTHER EXPENSES
30

31 NET INCOME OR LOSS FOR THE PERIOD 89373 31



PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION 2108.05

PERIOD FROM 14/01/2107 TO 03/31/2008 IN LIEU OF FORM CMS-2SS2-96 (11/98) 08/20/2008 I919

RHC I WORKSHEET M

ANALYSIS OF PROVIDER-EASED RURAL HEALTH CLINIC! COMPONENT NO: 14-3479

FEDERALLY QUALIFIED HEALTH CENTER COSTS

CHECR [ XX I RHC

APPLIDASLE BOX: [ I FQHC

RECLASSIFIED NET EXPENSES

COMPRN- OTHER RECLASSIFI- TR1AL ADJUST- FOR

SATION COSTS TOTAL CAT:CIS SALANCE MARTS ALLOCATION

1 2 3 4 5 6 7

FACILITY HEALTH CARE STAFF COSTS

I PHYSICIAN 317195 29659 346854 346854 346854 1

2 PHYSICiAN ASSISTANT 30010 2819 37819 37819 37819 2

3 NURSE PRACTITIONER 59001 9281 78281 78251 76281 3

4 VISITING N-USSR
4

5 OTHER NURSE 176576 20169 196”44 196744 196744 S

6 CLINICAL PSYCHOLOGIST
6

7 CLINICAL SOCIAL WORKER
7

8 LABORATORY TECHNICIAN
8

9 OTHER FACILITY HEALTH CARE STAFF COSTS 86874 8519 99393 95393 95393 9

11 SUBTOTAL -SUM CF LINES 1-9) 684645 70446 755191 755091 700-091 10

COSTS UNDER AGREEMENT

11 PRYSICIAN SERVICES UNDER AGREEMENT 11

12 PHYSICIAN SUPERVISION UNDER AGREEMENT 12

13 OTHER COSTS UNDER AGREEMENT
13

14 SUBTOTAL (SUM OF LINES 11-13)
14

OTHER HEALTH CARE COSTS

15 MEDICAL SUPPLIES 155 158 158 158 15

16 TRANSPORTATICN HEALTH CARE STAFF. 338 338 338 338 16

17 DEPRECIATION-MEDICAL EQUIPMENT 21509 21509 21519 21509 17

18 PROFE5SINAL LIABILITY INSURANCE
18

19 OTHER HEALTH CARE COSTS 13458 13458 13458 13458 19

20 ALLOWABLE GME COSTS
20

21 SUBTOTAL SUM OF LINES 15-20 35463 35463 39463 35463 21

22 TOTAL COSTS OF HEALTH CARE SERVICES 720108 70446 790554 790554 790554 22

COSTS 0TH-ER THAN RHC/FQHC SERVICES

23 PHARMACY
23

24 DENTAL
24

25 OPTOMETRY
25

26 ALL OTHER NONREIMBURSABLE COSTS
26

27 NONALLOWABLE GME COST-S
27

28 TOTAL NONREIMBURSABLE COSTS
23

FACILITY OVERHEAD

29 FACILITY COSTS 83839 27503 111342 111342 111342 29

30 ADMINISTRATIVE COSTS 843 843 843 843 30

31 TOTAL FACILITY OVERHEAD 84682 27503 112185 112185 112185 31

32 TOTAL FACILITY COSTS 804790 97949 902739 902739 902739 32



PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION 2108.05

PERIOD FROM 04/01/2007 TO 03/31/2008 IN LIEU OF FORM CMS-2552-96 9/2I00’ C8/20/2008 0919

RHO I WORKSHEET M- 2

ALLOCATION OF OVERHEAD TO RHC/FQHC SERVICES COMPONENT NO: 14-3479

CHECK rxxlRHc

APPLICABLE BOX: FQHC

VISITS AND PRODUCTIVITY

NUMBER OREATER OF

OF FTE TOTAL PRODUCTIVITY MINIMUM COL. 2 OR

PERSONNEL I’ISITS STANDARD v:SITS CCL. 4

PHYSICIANS 1.75 7168 4200 7356 1

2 PHYSICIAN ASSISTANTS 0.49 1304 2100 1029 2

3 NURSE PRACTITIONERS 0.90 2634 2100 1891 3

4 SUBTOTAL 3.14 11106 11269 11106 4

5 VISIT:NG NURSE
S

6 CLINICAL PSYCHOLOGIST

7 CLINICAL SOCIAL WORKER

8 TOTAL FTEs AND VISITS 3.14 11106 11106 8

9 PHYSICIAN SERVICES UNDER AGREEMENTS
9

DETERMINATION OP ALLOWABLE COST APPLICABLE TO RHC/FQHC SERVICES

11 TOTAL COSTS OF HEALTH CANE SERVICES 790554 10

11 TOTAL NONREIMBURSABLE COSTS
11

12 COST OF ALL SERVICES EXCLUDING OVERHEAD) 790SS4 12

13 PATIO OF RHC/FQHC SERVICES
1.008000 13

14 TOTAL FAC:LITY OVERHEAD
112185 14

15 PARENT PROVIEER OVERHEAD ALLOCATED TO FACILITY 339751 15

16 TOTAL OVERHEAD
451936 16

11 ALLOWABLE ONE OVERHEAD
17

16 SUBTRACT LINE 17 FROM LINE 16
451936 18

19 OVERHEAD APPLICABLE TO RHC/FQHC SERVICES 451936 19

20 TOTAL ALLOWABLE COST OF RHC/FQHC SERVICES 1242490 20



PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION 2008.05

PERIOD FROM 04/01/2007 TO 03/31/2008 IN LIEU OF FORM OMS-2S52-96 5/2004) 18/20/2008 09:19

RHC I WORKSHEET 51-3

CALCULATION OF REIMBURSEMENT SETTLEMENT FOR RHC/FQHO SERVICES COMPONENT NO: 14-3479

CHECK XX ] RHO [ ] TITLE V

APPLICABLE BOX: FQHO [ XX J TITLE XVIII
TITLE XIX

DBTRRNTNATICN OF RATE FOR RHO/POND SERVICES

1 TOTAL ALLOWABLE COST OF RHC/PQHC SERVICES
1242490 1

2 COST OF VACCINES AND THEIR ADMINISTRATION
3329 2

3 TOTAL ALLOWABLE COST EXCLUDING VACCINE
1239161 3

4 TOTAL VISITS
11116 4

5 PHYSICIANS VISITS UNDER AGREEMENT
5

6 TOTAL ADJUSTED VISITS
11106 6

7 ADJUSTED COST PER VISIT
111.58 7

CALCULATION OF LIMIT1

PRIOR TO ON DR AFTER

JANUARY 1 JANUARY C. SEE NSTR.

1 2 3

8 PER VISIT PAYMENT LIMIT
8789

9 RATE FOR PROGRAM COVERED VISITS
111.58

CALCULATION OP SETTLEMENT

10 PROGRAM COVERED VISITS EXCLUDING MENTAL HEALTH SERVICES 2973 991 10

Ii PROGRAM COST EXCLUDING COSTS FOR MENTAL HEALTH SERVICES 231727 110576 11

12 PROGRAM COVERED VISITS FOR MENTAL HEALTH SERVICES
12

13 PROGRAM COVERED COST FROM MENTAL HEALTH SERVICES
13

14 LIMIT ADJUSTMENT FOR MENTAL HEALTH SERVICES
14

15 GRADUATE MEDICAL EDUCATION PASS THROUGH COST
15

16 TOTAL PROGRAM COST
442303 16

16.01 PRIMARY PAYOR PAYMENTS
16.11

17 LESS: BENEFICIARY DEDUCTIBLE
35173 17

18 NET PROGRAM COST EXCLUDING VACCINES
417231 18

19 REIMBURSABLE COST OF RHC/FQHC SERVICES, EXCLUDING VACCINE 325784 19

20 PROGRAM COST OF VACCINES AND THEIR ADMINISTRATION 2591 20

21 TOTAL REIMBURSABLE PROGRAM COST
328375 21

22 REIMBURSABLE BAD DEBTS
22

2211 REIMBURSABLE BAD DEBTS FOR DUAL ELIGIBLE BENEFICIARIES
22.01

23 OTHER ADJUSTMENTS
23

24 NET REIMBURSABLE AMOUNT
328375 24

29 INTERIM PAYMENTS
226777 25

2501 TENTATIVE SEVILEMENT FOR FISCAL INTERMEDIARY USE ONLY 25.11

26 BALANCE DUE COMPONENT/PROGRAM
:01598 26

27 PROTESTED AMOUNTS NDNAILOWABLE COST REPORT :TEMSC
27

IN ACCORDANCE WITH DM8 PUB 15-Il, CHAPTER I, SECTION 115.2

LINES 8 THROUGH 14-FISCAL YEAR PROVIDERS USE COLUMNS 1 & 2, OALBNIAR YEAR PP,OVIOERS USE COLUMN 2 ONLY.
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PERIOD FROM 04/01/2007 TO 03/31/2008 IN LIEU OF FORM OMS-2552-96 9/2000) 18/20/2008 0919

RHO I MORKSHERT M-4

COMPUTATION OF PNEUMOCOCOAL AND INFLUENZA VACCINE COST COMPONENT NO 14-3479

CHECK { XX RHO ) TITLE V

APPLICABLE BOXr ] FQHO I XX TITLE XVIII

I TITLE XIX

PNEUM00000AL INFLUENZA

I HEALTH CARE STAFF COSTS
755091 755091 1

2 RATIO OF PNEUM00000AL AND INFLUNZA VACCINE STAFF TIME
1.010186 1.002472 2

TC TOTAL HEALTH CARE STAFF TIME

3 PNEUM30000AL AND IIIFUENZA VACCINE HEALTH CANE STAFF COST
140 1867 3

4 MEDICAL SUPPLIES COST - PNEUM00000AL AND INFUEHZA VACCINE
8 103 4

5 DIRECT COST OF PNEUM0000CAL AND INFLUENZA VACCINE
148 1970 S

6 TOTAL DIRECT COST OF THE FACILITY
790554 790554 6

7 TOTAL OVERHEAD
451936 451936 7

5 RATIO OF FNEUI400000AL AND INFUENZA VACCINE DIRECT COST TO
0.000187 0.002492 8

TOTAL DIEOT COST

9 OVERHEAD COST - PNEUM00000AL AND INFLUENZA VACCINE
80 1126 9

10 TOTAL PNEUM00000AL AND INFLUENZA VAOOINE COST AND
233 3096 10

ITS THEIR) ADMINISTRATION

11 TOTAL NUMBER OF PNEUM00000AL AND INFLUENZA VACOINE
31 412 11

INJECTIONS

12 COST PER PNEUM00000AL AND INFLUENZA VACCINE INJECTION
7.52 7.51 12

13 NUMBER OF PNEUM00000AL AND INFLUENZA VACCINE INJECTIONS
20 325 13

ADMINISTERED TO MEDICARE BENEFICIARIES

14 MEDICARE COST OF PNEUM00000AL AND INFLUENZA VACCINE AND
150 2441 14

ITS (THEIR) ADMINISTRATION

15 TOTAL COST OF PNEUM00000AL AND INFLUENZA VACCINE AND
3329 iS

ITS (THEIR.’ ADMINISTRATION

16 TOTAL MEDICARE COST OF PNEUM00000AL AND INFLUENZA
2591 16

VACCINE AND ITS (THEIR ADMINISTRATION



PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL

PERIOD FROM 04/01/2007 TO 03/31/2008

ANALYSIS OF PAYMENTS TO HOSPITAL-BASED RHC/FQHC PROVIDER

FOR SERVICES RENDERED TO PROGRAM BENEFICIARIES

CHECK I XX I RHO

APPLICABLE BOX C C FQHC

DESCRI PT ION

OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM

IN LIEU OF FORE CMS-2552-96 11/98)

COMPCNENT NO: 4-3479

MM/ZD/YYYY

PART B

AMOUNT

VERSION: 2008.05

08/20/2108 09:19

WORKSHEET H-S

1 TOTAL INTERIM PAYMENTS PALO TO PROVIDER

2 INTERIM PAYMENTS PAYABLE ON INDIVIDUAL BILL-S BIT--HER

SUBMITTED OR TO BE SUBMITTED TO THE INTERMEDIARY FOR

SERVICES RENDERED IN THE COST REPORTING PERIOD. IF

NONE, WRITE NONE, OR ENTER A ZERO.

3 LIST SEPARATELY EACH RETROACTIVE LUMP SUM

AOJUSTMENT AMOUNT BASED ON SUBSEQUENT

REVISION OF THE INTERIM RATE FOR THE COST

RE-PORTING Pi-RIOD. ALSO SHOW DATE CF EACH

PAYMENT. IF NONE, WRITE ‘NONE’ OR ENTER A ZERO.

3 01
3 .02

04
3.15
3 51
3 51
3 52
3 53

.99
3.99

226777 4

5 LIST SEPARATELY EACH TENTATIVE SETTLEMENT PAY

MENT AFTER DESK REVIEW. ALSO SNOW DATE OF EACH

PAYMENT. IF NONE-, RITE ‘NONE’ OR ENTER A ZERO.

SUBTOTAL

6 DETERMINED NET SETTLEMENT AMOUNT

.i-ALANCE DUE) BARED ON THE COST

REPORT.

7 TOTAL MEDICARE PROGRAM LIABILITY

NAME OF INTERMEDIARY:

SIGNATURE OF AUTHORIZED PERSON:

TO BE COMPLETED

PROGRAM .01

TO .02

PROVIDER .13

PROVIDER .50

TO .91

PROGRAM .52

.01

PROGRAM .02

PROVIDER .04
.05

SUBTOTAL

4 TOTAL INTERIM PAYMENTS

.50

PROVIDER .51

TO .52

PROGRAM .53

226777 1

NONE 2

NONE

NONE

PROGRAM TO
PP,OVIDER .01

PROVIDER TO .02

PROGRAM

BY INTERMEDIARY

5.01

NONE 5.02

5.50

NONE 5.51
5.52

.99
5.99

101598 6.01
6. 02

328375 7

INTERMEDIARY NUMBER

DATE (MD/OAY/YR)
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